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ABSTRACT OF DISSERTATION 
Sexual Health Education in Kentucky’s Public High Schools 
This dissertation seeks to enhance the understanding of sexual health education 
efforts, as they currently exist in Kentucky’s public high schools.  It will include an 
examination of the factors that influence the provision of sexual health education in 
Kentucky schools, including relevant legislation, directives from the Kentucky 
Department of Education, and the presence of site-based councils within the 
Commonwealth.  Additionally, the suggested curriculum elements from the Kentucky 
Department of Education’s Academic Standards, which were implemented during the 
2019-2020 school year, will be compared to those established within the National 
Sexuality Education Standards (NSES), which serve as a gold standard for sexual health 
education.  Information gathered during semi-structured interviews with professionals 
who participated in the drafting and approval process for the modified sexual health 
content of the Kentucky Academic Standards will be analyzed using reflexive inductive 
thematic analysis.   
Responses from the School Health Profiles Survey (SHPS), which was conducted 
among a sample of Kentucky’s lead health education teachers in 2018, will undergo an 
exploratory factor analysis (EFA) of the 20 items corresponding to the CDC’s Critical 
Sexual Education Topics (CSET).  The results of the EFA will identify whether the 
CSETs represent a single latent theme, or if they can be understood as being 
multidimensional, and will allow a score or scores to be created to represent the extent to 
which a particular respondent covers this content within his or her classes.  In addition to 
the EFA, the author will summarize the findings of predictive modelling using logistic 
regression to test whether interpersonal, intrapersonal, and institutional factors, as defined 
in the Social Ecological Model, predict how completely the CSET-related curriculum 
content will be provided to students.  Finally, the author will address the implications and 
suggestions for future research and practice, and will present general conclusions about 
the project.  
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CHAPTER 1: INTRODUCTION AND OVERVIEW OF PLANNED STUDIES 
The Need for Sexual Health Education  
Within the United States, primary and secondary educational institutions serve as a 
mechanism to prepare students for the increasingly complex academic and social responsibilities 
they will encounter as they mature.  As a vital part of this preparation, most schools provide 
health education curricula intended to reduce or prevent future problems and increase the 
productivity of students (United States Centers for Disease Control and Prevention, 2018).  One 
vitally important subject area regularly affects a large number of people relatively early in life, 
and its effects can continue to color their future in a variety of ways, both positive and negative.  
This topic, sexual health education, attempts to give students the tools to make healthy decisions 
about matters that they are likely to be of great importance during adolescence and throughout 
their subsequent adulthood.   
The available evidence suggests that a great number of young people in the 
United States engage in sexual behavior during their educational career.  According to a 2017 
study conducted by the United States Centers for Disease Control and Prevention (US CDC), 
39.5% of U.S. High School students had ever engaged in sexual intercourse, slightly less than 
one-third (28.7%) reported having intercourse within the last three months, and 9.7% had 
intercourse with more than four sexual partners during their lifetime.  Likewise, among unmarried 
youth ages 15-19, 44% of females and 47% of males have had sexual intercourse, which is 
equivalent to 4.3 million and 4.8 million individuals respectively (Martinez & Abma, 2015).  
Given these figures, it is unsurprising that about 750,000 teens in the United States become 
pregnant in any given year (Advocates for Youth, 2014), and that 4 out of 5 pregnancies among 
this population are unintended (United States Centers for Disease Control and Prevention, 2016).  
Similarly, more than half of the newly diagnosed sexually transmitted infections (STIs) in any 
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given year occur among those ages 15-24, and approximately 25% of initial HIV diagnoses occur 
among individuals between the ages of 15 and 24 (Advocates for Youth, 2014).  
Sexual Health Education in the School Setting 
The school setting provides an excellent mechanism to implement health education 
programming that is based upon established scientific and research evidence, aligns with the 
National Health Education Standards (US Centers for Disease Control and Prevention, 2011), 
and which addresses potential risk and protective factors.  According to the US CDC, schools in 
the United States provide an excellent place to implement an effort of this type, since they have 
extended, daily, and direct contact with over 56 million students (United States Centers for 
Disease Control and Prevention, 2018).  The American Public Health Association’s (APHA) 
2014 policy statement suggests that sexual health education programs within United States 
primary and secondary schools should provide young people with the necessary information, 
attitudes, and skills to become sexually healthy adults with the knowledge to avoid sexually 
transmitted infections (STIs), HIV, and unintended pregnancies; which is a laudable and essential 
goal.  Research evidence suggests younger individuals are at significantly increased risk for STIs 
than a comparable population of older adults, with more than 9.1 million individuals under age 25 
experiencing STIs annually.  This includes infection with Human Immunodeficiency Virus 
(HIV), the virus that is the precursor to AIDS/Acquired Immune Deficiency Syndrome 
(Advocates for Youth, 2014; American Public Health Association, 2014; Starkman & Rajani, 
2002).  In fact, the US CDC (2018) reported that within the United States, 8,451 youth between 
the ages of 13 and 24 received an HIV positive diagnosis during calendar year 2016.  Likewise, 
although overall trends suggest a decrease in pregnancies, abortions, and births among youth in 
the United States, rates are still significantly higher than those found in other industrialized 
countries, and members of racial and ethnic minorities are disproportionately over-represented for 
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outcomes including pregnancies, births, abortions, and sexually transmitted infections (APHA, 
2014; United States Centers for Disease Control and Prevention, 2018).   
There is little debate among child/adolescent development, education, and health 
professionals about the need for sexual health education programs as a part of the broader health 
education curriculum (APHA, 2014).  According to information presented in the American Public 
Health Association’s policy statement (2014), sexual health education aids youth in establishing a 
positive sense of their own sexuality as well as the necessary skills and information to make 
informed decisions that protect their sexual health throughout the life course.  Although the bulk 
of health professionals and child development experts support the need for sexual health 
education, an intense dispute began among legislators, religious leaders, and other individuals 
surrounding attempts to identify the specific approach which sexual health education would take 
within the United States.  Sexual health education in the school setting can be split into two 
contrasting approaches: those programs which provide comprehensive sexuality education (CSE), 
and those that provide abstinence only (AOE) or abstinence-only until marriage (AOUM) 
programs to students (APHA, 2014; Santelli, Ott, Lyon, Rogers, Summers, & Schleifer, 2006).  
Although both comprehensive and abstinence-only approaches stress the fact that abstaining from 
sexual activity is the most reliable method of preventing STIs and unintended pregnancy, CSE 
also provides additional, developmentally appropriate information about contraceptives, 
reproductive and sexual health, and interpersonal relationships (APHA, 2014; Starkman & 
Rajani, 2002).   
The disagreement about what to include in sexual health education curriculum has ebbed 
and flowed over time, and continues into the present day.  For example, an April, 2019 review of 
sexual health education requirements conducted by the Guttmacher Institute found that among the 
50 United States and the District of Columbia, 37, or 72.5%, required educators to provide 
information on abstinence during sexual health education.  Of these 37 states, 27 (73%) required 
that abstinence be stressed during sexual health education, while only 20 states, or 39.2%, 
4 
necessitated that information on condoms and contraception be required (Guttmacher Institute, 
2019).  Similarly, in 18 states, sexual health education compels instructors to discuss the 
importance of engaging in sexual activity only within marriage (Guttmacher Institute, 2019).  
Thirteen states, or 25.5%, require that information on unintended pregnancy and other negative 
outcomes be provided to students, while 28 states and the District of Columbia (56.9%) mandated 
the inclusion of information about healthy decision-making and sexuality in sexual health 
education curriculums (Guttmacher Institute, 2019).   
Abstinence-Only/Abstinence-Only Until Marriage Education  
The provision of abstinence-only education within U.S. schools expanded greatly during 
the period from 1995 to 2002, with the proportion of students in U.S. schools receiving formal 
AOE/AOUM nearly tripling and the number receiving a curriculum that included information 
about contraception and barrier methods falling by nearly 20% (Eisenberg, Bernat, Bearinger, & 
Resnick, 2008).  This change was driven in large part by abstinence-related language included 
within the 1998 Social Security Act commonly referred to as welfare reform.  It was further 
impacted by the existence of a $50 million per year grant program that supported AOE and 
prohibited other information about the prevention of STIs and unintended pregnancy except for 
describing the failure rates of various contraceptive devices (Eisenberg et al., 2008).  Much like 
the “just say no” approach to drug control in the last century, abstinence-only programs suggest 
that by failing to provide developmentally appropriate information about sexual health to 
students, the result will be a decrease in “serious” relationships that involve intimacy and sexual 
exploration (Haffner, 1997).   
Comprehensive Sexuality Education  
Comprehensive sexual education programs, unlike AOE/AOUM approaches, present 
abstinence as one of a range of sexual health choices, and often utilize a multi-pronged program 
to promote reproductive health/well-being and reduce risk among participants (Goldman, 2011). 
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According to the United States Centers for Disease Control and Prevention, comprehensive 
sexuality education allows students to “develop and demonstrate developmentally appropriate 
sexual risk avoidance and reduction-related knowledge, attitudes, skills, and practices (2013, p. 
1).   
Effective Sexual Health Education 
 
Although the National Sexuality Education Standards (Future of Sex Education 
Initiative, 2011) do not specifically endorse any curriculum or overtly specify what form sexual 
health education should take, they do describe in detail the characteristics of effective sexuality 
education.  In addition, organizations like Advocates for Youth, Sexuality Information and 
Education Council of the United States (SIECUS), the American Public Health Association, and 
the U.S. Centers for Disease Control and Prevention, have worked tirelessly to provide 
practitioners with mechanisms by which they can evaluate their own curricula.   
According to the National Sexuality Education Standards (Future of Sex Education 
Initiative, 2011), an effective health education curriculum has all of the following characteristics.   
• A focus on clear health goals and related behavioral outcomes. 
• A research-based and theory-driven approach. 
• A critical examination of individual values, attitudes, and beliefs as well as individual 
and group norms that support health-enhancing behaviors as well as the social pressures 
and influences that may impact an individual’s likelihood of engaging in risky behaviors.   
• A focus on reinforcing protective factors and increasing perceptions of personal risk as 
well as the harm that can occur when an individual engages in specific unhealthy 
practices and behaviors.   
• Provides students with the skills to build personal and social competence and self-
efficacy.  
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• Provides basic, accurate, and functional health knowledge that directly contributes to
health-promoting decisions and behaviors.
• Engages students by using strategies that personalize information.
• Makes use of learning strategies, teaching methods, and materials that are age- and
developmentally-appropriate and culturally inclusive.
• Provides students with opportunities to reinforce skills and positive health behaviors, and
to make positive connections with influential others.
• Provides adequate time for instruction and learning.
• Enhances the effectiveness of instruction and student learning through the inclusion of
information for teachers as well as professional development plans and training (Future
of Sex Education Initiative, 2011).
A World Health Organization review of 35 empirical studies of sexual health education
programs suggested that the curricula that were most likely to result in behavioral changes were 
those that incorporated information about abstinence, contraception, and the prevention of STIs 
(Haffner, 1997).  Abstinence-only curricula, which often incorporate an aspect of fear, have 
demonstrated no significant reduction in sexual behavior (Starkman & Rajani, 2002).   
Overview of Dissertation Studies 
The subsequent studies, which are briefly described below, seek to enhance the 
understanding of sexual health education efforts, as they currently exist in Kentucky’s public high 
schools.  To this end, the researcher will conduct a review of the literature in Chapter 2, which 
will examine the factors that influence the provision of sexual health education in Kentucky 
including relevant legislation, directives from the Kentucky Department of Education, and the 
role of site-based councils within the Commonwealth.  In Chapter 2, the researcher will also 
compare the suggested curriculum elements from the Kentucky Department of Education’s 
Academic Standards with those established within the National Sexuality Education Standards 
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(NSES).  Chapter 3 will describe the findings from a reflexive semantic thematic analysis of semi-
structured interviews, which were conducted with individuals who participated in the drafting and 
approval process of the current Kentucky Academic Standards for Sexual Health Education.  
Chapter 4 will describe the results of a factor analysis of the Critical Sexual Education Topics 
(CSET) data from the US CDC’s School Health Profiles Survey, which is conducted biannually 
among Lead Health Education Teachers.  The purpose of this analysis will be to confirm the 
presence of existing themes or domains of sexual health-related knowledge being taught in public 
high schools throughout the Commonwealth of Kentucky.  Based on these findings, the 
researcher will also create a scale score for each of the factors identified in the factor analysis, 
which will be used to conduct predictive modeling in Chapter 5 using the created score as an 
dependent variable.  Additionally the author will summarize the findings of the regression 
analysis to evaluate whether interpersonal, intrapersonal, and institutional factors, as defined in 
the Social Ecological Model, predict how completely the CSET-related curriculum content will be 
provided to students.  Chapter 6 will synthesize the information learned throughout, and will 
discuss the conclusions and implications of the work, and will provide suggestions for future 
research.   
The content of this dissertation is of particular significance within the Commonwealth of 
Kentucky, given that more than 648,300 students attended public schools during the 2018-2019 
school year (Kentucky Department of Education, 2020), and that Kentucky consistently 
experiences higher rates of teen pregnancy and STI/HIV infections among youth when compared 
to other states (Department of Health and Human Services, 2017; United States Centers for 
Disease Control and Prevention, 2015).  An examination of selected sexual health items from the 
annual Youth Risk Behavior Survey (YRBS) further supports the need for prompt action towards 
establishing effective sexual health education programs within Kentucky’s public high schools 
(Kentucky Department of Education, 2019).  For example, 38.4% of Kentucky’s students in 
grades 9-12 reported having ever engaged in sexual intercourse, and among those that reported 
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being sexually active, less than half (48.7%) used a condom during their last sexual intercourse 
(Kentucky Department of Education, 2019).  Likewise, 9.6% of students had engaged in sexual 
intercourse with four or more partners, and 29.0% reported having engaged in sexual intercourse 
with at least one person in the three-month period prior to completing the survey (Kentucky 
Department of Education, 2019).  Access to accurate and comprehensive sexual health 
information is often viewed as a fundamental human right (Santelli et al, 2006), thus students in 
Kentucky’s public high schools should be provided with this information so that they are able to 
make decisions and engage in behaviors that enhance their overall health (Advocates for Youth, 
2006).  Up to now, the status of sexual health education within Kentucky has not yet been 
examined, but it is an important endeavor.  An analysis of this type can lead to policy and 
practical changes within Kentucky’s public schools, and can help to highlight areas in which 
additional efforts are needed to effect change.    
Research Questions and Hypotheses 
The research questions for each of the previously described chapters are listed below.  
• Chapter 2, Question 1: What are the relevant laws, policies, and academic
standards that influence sexual health education standards in Kentucky?
• Chapter 2, Question 2: How do the Kentucky Department of Education’s
Academic Standards compare to the National Sexuality Education Standards?
• Chapter 3, Question 1: What can we learn about the creation of the Kentucky
Academic Standards for Sexual Health Education through interviews with
individuals who participated in the process?
• Chapter 4, Question 1:  How many unique factors do the responses to the CSET-
related items on the School Health Profiles Survey indicate that the instrument
measures?
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• Chapter 4, Question 2: What is the latent factor structure of the School Health 
Profiles Survey data?    
• Chapter 5, Question 1:  Will selected intrapersonal, interpersonal, and 
institutional variables on the School Health Profiles Survey appropriately predict 
those respondents that report coverage of all 20 CSET elements?   
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CHAPTER 2: SEXUAL HEALTH EDUCATION IN THE COMMONWEALTH OF 
KENTUCKY AS COMPARED TO THE NATIONAL HEALTH EDUCATION STANDARDS 
Within this chapter, we will examine the following questions: 
1) What are the relevant laws, policies, and academic standards that influence sexual health
education standards in Kentucky?
2) How do the Kentucky Department of Education’s Academic Standards compare to the
National Sexuality Education Standards?
The Need for Comprehensive Sexual Health Education 
Adolescent sexual health is an important and often emotionally charged issue that we 
cannot simply ignore.  As individuals grow and develop they must, at minimum, begin to make 
decisions about their behaviors, and these decisions can have real and lasting consequences.  
According to the United Nations Educational, Scientific, and Cultural Organizations (UNESCO) 
2018 document, International Technical Guidance on Sexuality Education: An Evidence-
Informed Approach, young people benefit when they are provided with knowledge that is 
scientifically accurate and appropriate to their age and development.  Likewise, educational 
practices that provide opportunities for students to acquire and practice interpersonal and 
behavioral skills including interpersonal relationships, communication, and negotiation also are 
vitally important (UNESCO, 2018).   
Sexual Health Education Curricula in the United States 
Currently, 37 states mandate that sexual health education content in public primary and 
secondary school systems provide abstinence-related content, and of these, 25 states mandate that 
abstinence-related information be stressed (Guttmacher Institute, 2019).  Only 13 states have 
mandated that sexual health education content be medically accurate, while 26 states specify that 
the information must be presented to students in an age-appropriate manner (Guttmacher 
Institute, 2019).  Similarly, eight states require that sexual health content be presented in a 
manner that is free of racial/ethnic and gender bias, eight require that the content be inclusive for 
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all sexual orientations, and two specifically preclude the curriculum and instruction from 
promoting religion (Guttmacher Institute, 2019).   
In situations where there is no existing mandate to direct their efforts, school districts 
may be responsible for deciding this issue for themselves, or they can be bound by state-level 
policies that outline sexual health education within the public education or health education 
regulations or codes (Hall, Sales, Komro, & Santelli, 2016).  Quite often, there is no specific 
sequence or format, so the particular curriculum that is taught can take a variety of forms.  
Schools and the educators that work within them may choose to make use of pre-developed 
curricula or are sometimes provided with one that aligns with specific district or school-level 
policies.  Likewise, educators may be free to design their own curriculum provided it meets the 
objectives set by state education standards or policies or conforms to some other benchmark such 
as the National Sexuality Education Standards (NSES).  Utilizing cross-curricular approaches and 
mapping the proposed curriculum to existing National Sexuality Education Standards, state level 
learning objectives, and theoretical frameworks (e.g. Bloom’s Taxonomy extensions by Anderson 
and Krathwohl-Gardner’s Multiple Intelligences, Social Cognitive Theory, the Transtheoretical 
Model) can help to allay concerns from parents and administrators, but this is seldom, if ever, 
mandatory (Goldman, 2011; Future of Sex Education Initiative, 2012).   
National Sexuality Education Standards  
Future practitioners of sexual health education will benefit greatly by learning the 
policies and laws that are in place for the particular jurisdiction or district in which they are 
employed and by consulting available information including the National Sexuality Education 
Standards (NSES) for grades K-12 (Future of Sex Education Initiative, 2011).  The NSES outlines 
the minimum core content and skill set that sexual health education should include.  These 
standards were developed collaboratively through the Future of Sex Education (FoSE) initiative 
and include standards for each grade level, kindergarten through 12th grade.  The NSES provide 
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educators with age-appropriate learning objectives as well as essential, evidence-based content 
that is designed to provide students with the necessary knowledge and skills to reduce their risk of 
unintended pregnancy, STI, and other sexual health issues (Future of Sex Education Initiative, 
2011).  The U.S. educational system regularly utilizes curriculum standards and evaluation 
methods that outline and assess the general milestones students should reach at a given point in 
the educational process (Future of Sex Education Initiative, 2011).  The NSES allows 
practitioners to effectively present sexual health education in a comprehensive format that 
sequentially builds student’s skills, fosters learning, and increases their overall academic 
performance (Future of Sex Education Initiative, 2011).  
The following list provides an adaptation of The Guiding Values and Principles 
information provided in the NSES 2012 Core Content and Skills document:  
• Recognition of the relationship between academic achievement and student’s health 
status 
• Recognition of the necessity of personal health and wellness, which includes sexual 
health, for students of all ability levels 
• Recognition that student achievement is often dependent upon the quality and training of 
the instructor(s) 
• Recognition that sexual health education necessarily includes the provision of 
information about healthy relationships and relationship behaviors, as well as the ability 
to implement and apply these skills 
• Recognition of the value of cooperative and active learning, and the recognition that 
appropriate time must be dedicated to activities that increase student sexual health 
competencies 
• Recognition of the value of technology and the benefit of multiple sources of information 
for effective student instruction 
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• Recognition of the need to create or adapt curriculum based on the health needs of the 
local community 
• Recognition of the need for multiple assessment techniques and opportunities so that 
students can demonstrate their proficiency and knowledge of the sexuality education 
curriculum 
• Recognition that effective public health strategies, which include education, can reduce 
overall health care costs as well as the burden of disease/ill-health on the population 
• Recognition that health education increases the likelihood of a healthy and productive 
population (Future of Sex Education Initiative, 2011).   
The NSES (Future of Sex Education Initiative, 2011) establishes the eight minimum 
topics, or strands, that effective sexual health education must include.  It also further expands the 
eight National Health Education Standards (NHES), which include core concepts; analyzing 
influences; accessing information; interpersonal communication; decision-making; goal-setting; 
self-management; and advocacy (Future of Sex Education Initiative, 2011).  Thus, familiarity 
with both will allow practitioners to incorporate sexual health education throughout the more 
general health promotion curriculum over time.  Doing so helps to ensure that the information is 
retained and built upon, and provides a strong foundation for further development in the future.  
Like other education standards, the NSES and NHES  allows educators to confirm that students 
have the necessary functional knowledge and applicable skill-set to adopt healthy behaviors in a 
way that is personalized, and that they recognize how things like their peer group and social 
environment can impact decision-making (Future of Sex Education Initiative, 2011).  Because of 
these influences, the curriculum must be structured in such a way that the student understands his 
or her own susceptibility to the risk and has the self-efficacy and skills to identify and engage in 
an appropriate action (Future of Sex Education Initiative, 2011).    
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At minimum, sexual health education must contain developmentally appropriate information 
that permits a student to:  
• Understand the basic functioning of the human body 
• Identify puberty as a developmental milestone which impacts the individual physically, 
socially, and emotionally 
• Outline the ways in which a person comes to recognize his or her own identity 
• Recognize how pregnancy occurs and the decisions that can help an individual avoid this 
outcome 
•  Have an suitable level of awareness and ability to comprehend the symptoms, modes of 
transmission, testing, and treatment of sexually transmitted infections and HIV 
• Traverse changing social relationships among their family, members of their peer groups, 
and romantic/sexual partners, especially the ways that the use of technology can impact 
these attachments 
• Accentuate the role that each of us plays in establishing and maintaining a safe 
environment (Future of Sex Education Initiative, 2011).   
Research consistently demonstrates that most parents favor comprehensive sexuality 
education in the school setting; unfortunately, practitioners may encounter difficulty in some 
settings and situations despite a well-designed and evidence-based curriculum.  Practitioners can 
avoid potential trouble by remembering a few basic ground rules adapted from Gilbert (1979):  
• Be open about what you are teaching to administrators and parents.  
• Be honest with students (although not so much so that you discuss personal experiences). 
• Be prepared for opposition. 
• Be knowledgeable, trained, and unbiased.   
In addition, one way to gain support for the inclusion of sexuality education content is to gain 
approval by the local site-based school council (SBSC).  Practitioners should continue to remain 
15 
 
up-to-date on the material they present and to revisit how it maps to established standards.  For 
example, continuing scientific study leads to regular advancements on the understanding of topics 
like HIV and other STIs, and the curriculum should incorporate these to the maximum extent 
possible.  
State Level Policies that Impact Sexual Health Education in Kentucky  
 
Practitioners in Kentucky are currently bound by Kentucky Revised Statute (KRS) 
156:160, which reads as follows: “with the advice of the Local Superintendents Advisory 
Council, the Kentucky Board of Education (KBE) shall promulgate administrative regulations 
establishing standards which school districts shall meet in student, program, service, and 
operational performance” (Kentucky Legislative Research Commission, 2018).  As a result, KBE 
promulgated two important Kentucky Administrative Regulations (KAR).  The first, 704 KAR 
3:305, revised in 2018, requires students entering grade 9 on or before the first day of the 2018-
2019 academic year to have at least 22 academic credits for high school graduation.  This must 
include one-half (1/2) credit of health, “to include content contained in the Kentucky Academic 
Standards for this content area” (Kentucky Legislative Research Commission, 2018).  The 
second, 704 KAR 3:303, adopted the March, 2019 Kentucky Academic Standards, which include 
the health and physical education content into law, and require that a “student shall meet the 
minimum content requirements established in the Kentucky Academic Standards before 
graduating from a Kentucky public high school” (Kentucky Legislative Research Commission, 
2019).   
Kentucky Revised Statute 158.6453 provides specific guidance regarding the creation of 
the state’s Academic Standards (Kentucky Legislative Research Commission, 2020).  This 
includes specifying that beginning in 2017-2018, review and possible revision of the academic 
standards must occur every six (6) years.  Likewise, KRS 158.6453 designates the composition of 
the standards and assessments review committee as six (6) Kentucky Public School Teachers and 
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two (2) representatives from Kentucky Higher Education Institutions, one of whom must be a 
representative of a public institution (Kentucky Legislative Research Commission, 2020).  
Additionally, KRS 158.6453 specifies the membership composition of the twelve (12) advisory 
panels that assist the standards and assessments review committee, designating that these should 
be composed of representatives from elementary, middle, and high school, and that each would 
be responsible for reviewing the respective standards for their grade levels (Kentucky Legislative 
Research Commission, 2020).  KRS 168.6453 likewise stipulates that standard setting and review 
“shall be an open and transparent process that allows all Kentuckians an opportunity to participate 
and designates specifically how this participation will occur (Kentucky Legislative Research 
Commission, 2020).   
KRS 160.290 allows for the creation of a local board of education, which has “control and 
management of the public schools in its district, and may establish schools and provide for 
courses and other services as it deems necessary for the promotion of education and the general 
health and welfare of pupils, consistent with the administrative Regulations of the Kentucky 
Board of Education” (Kentucky Legislative Research Commission, 2010).  An additional statute, 
KRS 160.345, outlines the requirements for school-based decision-making (SBDM).  KRS 
160.345 includes the composition of the school council (2 parents, 3 teachers, and the school 
principal), their terms of service, and the requirements for minority representation in schools in 
which more than 8% of the student population identifies as non-white (Kentucky Legislative 
Research Commission, 2019).  KRS 160.345 also establishes the school council’s responsibility 
for setting school policies and for determining “which textbooks, instructional materials, and 
student support services shall be provided in the school” as well as determining the curriculum to 
be adopted within the school (Kentucky Legislative Research Commission, 2019).   
In 2000, the most recent version of KRS 168.645 went into effect.  This statute defined 
the capacities that were required of students in Kentucky’s public education system, which 
included “sufficient self-knowledge and knowledge of his mental and physical wellness” 
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(Kentucky Legislative Research Commission, 2000).  An additional statute, KRS 168.6451, 
established a model curriculum framework that, according to section 2 “…shall provide direction 
to local districts and schools as they develop their curriculum.”  Section 1b further states that:  
“Schools shall develop their student’s ability to: 1) Use basic communication and 
mathematics skills for purposes and situations they will encounter throughout their lives; 
2) Apply core concepts and principles from mathematics, the sciences, the arts, the
humanities, social studies, and practical living studies to situations they will encounter
throughout their lives; 3) Become self-sufficient individuals of good character exhibiting
the qualities of altruism, citizenship, courtesy, hard work, honesty, human worth, justice,
knowledge, patriotism, respect, responsibility, and self-discipline; 4) Become responsible
members of a family, work group, or community, including demonstrating effectiveness
in community service; 5) Think and solve problems in school situations and in a variety
of situations they will encounter in life; 6) Connect and integrate experiences and new
knowledge from all subject matter fields with what they have previously learned and
build on past learning experiences to acquire new information through various media
sources; and 7) Express their creative talents and interests in visual arts, music, dance,
and dramatic arts” (Kentucky Legislative Research Commission, 2009).
Another important development occurred during the 2018 Legislative Session of the 
Kentucky General Assembly, when a new section of KRS 158 was created.  KRS 158.1415 
became effective July 14, 2018, and reads as follows:  
“If a school council or, if none exists, the principal adopts a curriculum for 
human sexuality or sexually transmitted diseases, instruction shall include but not 
be limited to the following content:  
(1) Abstinence from sexual activity is the desirable goal for all school-aged
children;
(2) Abstinence from sexual activity is the only certain way to avoid unintended
pregnancy, sexually transmitted diseases, and other associated health problems;
and
(3) The best way to avoid sexually transmitted diseases and other associated
health problems is to establish a permanent, mutually faithful monogamous
relationship” (Kentucky Legislative Research Commission, 2018).
KRS 158.1415 (Legislative Research Commission, 2018) does not limit instructors from 
including additional content, provided it does not contradict the abstinence-related information, 
but it does not require the provision of comprehensive sexual health education or the use of any 
particular curriculum for sexual health education.  It is also important to note that KRS 158.1415, 
nor any of the other relevant statues, do not mandate that the sexual health education provided to 
students in Kentucky public schools be medically accurate. 
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The Kentucky Department of Education’s Academic Standards 
In general, state academic standards can he understood as the knowledge, skills, and 
levels of proficiency that schoolchildren should demonstrate at any particular point in their 
educational careers (Gamson, Eckert, & Anderson, 2019).  These standards can be understood to 
shape every aspect of curriculum design, delivery of classroom content, assessment, and selection 
of classroom learning materials (Gamson et al, 2019).  Like the NHES and NSES, Kentucky’s 
current Academic Standards for Health Education 
(https://education.ky.gov/curriculum/standards/kyacadstand/Documents/Kentucky_Academic_Sta
ndards_for_Health%20Education.pdf ) can be mapped to eight areas including: core concepts; 
analyzing influences; accessing information; interpersonal communication; decision-making; 
goal-setting; self-management; and advocacy.  Each of the eight areas are reflective of skills that 
a student should demonstrate rather than the inclusion of any particular content or material. 
Although the standards themselves are somewhat general, overarching ideas, each contains more 
specific performance indicators that outline the expected knowledge and skills that students 
should demonstrate at any particular point in his or her academic journey (Kentucky Department 
of Education, 2019).   
The Role of Site-Based Councils in Kentucky’s Public Schools 
As outlined above, KRS 160.345 outlines the requirements for site-based school councils 
within the Kentucky public education system.  Under this legislation, the composition of the 
school council is required to be 3 teachers, who are elected by other teachers in the school, 2 
parents, similarly elected by the school’s parent–teacher association (PTA), and 1 administrator, 
who is normally the school’s principal.  In large schools, the number of representatives from each 
category can be increased, but this must be done proportionately, e.g. 6 teachers, 4 parents, and 2 
administrators.  Likewise, in schools in which 8% or more of the students enrolled identify as 
members of one or more minority groups, the school council is required to have at least one 
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minority member (Kentucky Legislative Research Commission, 2019).  School councils are 
responsible for 5 basic areas: curriculum and instruction; planning and budgeting; personnel; 
scheduling, staffing, space, and students; and by laws (Kentucky Legislative Research 
Commission, 2019).  Each of these are outlined in more detail below.  
According to KRS 160.345, school councils are responsible for determining the 
curriculum content that students in a particular school will be expected to learn as well as the 
methods that will be used to teach it.  They are also responsible for establishing any related 
policies on instructional practices that will be used within a particular school.  Similarly, the 
school council is responsible for allocating money within the school’s budget and for creating and 
amending the school improvement plan, which outlines the goals and objectives that have been 
identified for the institution (Kentucky Legislative Research Commission, 2019).   
The school council is charged with assigning positions to the various subject areas and 
for hiring a new principal, should that be necessary (Kentucky Legislative Research Commission, 
2019).  School councils also create policies on the school’s schedule, the assignment of staff time, 
and the use of school space, as well as extracurricular programs and activities (Kentucky 
Legislative Research Commission, 2019).  Additionally, school councils are responsible for 
creating a policy on the assignment of students to classes and programs (Kentucky Legislative 
Research Commission, 2019), and create by-laws, which outline the ways in which the school 
council will operate.  For example, by-laws establish the frequency of meetings, outline ways to 
establish meeting agendas, decide the ways in which decisions will be made, and identify school-
based decision-making (SBDM) committees (Kentucky Legislative Research Commission, 2019).   
In short, the school council is responsible for much of what occurs within the school, and 
their decisions affect both students and staff in that location on a daily basis.  School councils 
assign classrooms, determine the requirements for professional development and continuing 
education, and establish the curriculum that will be taught within a particular school, including 
the sexual health education curriculum.  As we might expect, sexual health education content can 
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vary widely, even within the same district, since it is determined by each individual school based 
on the needs of the students that attend.   
Comparison of Kentucky’s Academic Standards (KAS) and the National Sexuality Education 
Standards (NSES) 
Table 1 shows the results of the comparison of the most recent version of the KAS for 
High School, which were implemented beginning with the 2019-2020 school year, and the NSES 
for grades 9-12.  As we can see, there is often not a 1:1 equivalent for any particular standard or 
strand, and in these circumstances, an attempt has been made to identify any relevant 
performance indicators within the KAS.  It should also be noted that in both the NSES and the 
KAS, information is presented in a sequential format, and new information builds upon content 
that was presented in previous grades.  The KAS encapsulate the goal or anticipated outcome of 
an education program or, in other words, what a student should know at the end of a particular 
course or grade (Kentucky Department of Education, 2018).  To the extent that it is possible, 
performance indicators from the KAS were allocated to the relevant strand within the NSES, and 
content from each of the eight areas of the NSES was mapped to its corresponding area within 
theKAS.  For example, information captured under Standard 1-Core Concepts within the KAS 
was compared to Standard 1-Core Concepts within the NSES.  All designations were made by the 
author, in consultation with a health promotion expert.  The process included an initial selection 
of corresponding items and classification by the author into three categories: well-addressed; 
partially-addressed; and not addressed.  These classifications were reviewed by the health 
promotion expert, and discussion occurred regarding any for which they had not achieved 
consensus during the initial review.  These discussions occurred until consensus was reached for 
all items.  
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Table 2.1 
Comparison of the National Sexuality Education Standards and the Kentucky Academic Standards Performance Indicators  
Strand within 
National 
Sexuality 
Education 
Standards  
Grades 9-12 
National Sexuality Education 
Standards 
Grades 9-12 
Kentucky Department of 
Education  Academic 
Standards for Health 
Education- High School 
Relevant Performance Indicators within the 
Kentucky Academic Standards 
Correspondence of 
the National Standard 
to Kentucky 
Academic Standards  
Anatomy and 
Physiology  
AP.12.CC.1 
Describe the human sexual 
response cycle, including the 
role hormones play 
Standard 1 
Students will 
comprehend content 
related to health 
promotion and disease 
prevention to enhance 
health 
HS.1.25 
Summarize the relationship between the menstrual 
cycle and conception 
Partially-addressed 
Puberty and 
Adolescent 
Development 
  
PD.12.CC.1 
Analyze how brain 
development has an impact 
on cognitive, social, and 
emotional changes of 
adolescence and early 
adulthood 
Standard 1 
Students will 
comprehend content 
related to health 
promotion and disease 
prevention to enhance 
health 
HS.1.22 
Summarize the importance of talking with parents 
and other trusted adults about issues related to 
relationships, growth and development, and sexual 
health 
Not addressed 
PD.12.INF.1 
Analyze how friends, family, 
media, society, and culture 
can influence self-concept 
and body image 
Standard 2 
Analyze the influence of 
family, peers, culture, 
media, technology, and 
other factors on health 
behaviors 
HS.2.2 
Distinguish how family, peers, community, 
culture, media, and perceptions of norms influence 
healthy behavior 
Well-addressed 
PD.12.DM.1 
Apply a decision-making 
model to various situations 
relating to sexual health 
Standard 5 
Use decision-making 
skills to enhance health 
HS.5.1 
Formulate health alternatives to risky behaviors by 
using decision making skills 
Well-addressed 
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Table 2.1 (continued) 
Identity ID.12.CC.1 
Differentiate between 
biological sex, sexual 
orientation, and gender 
identity and expression 
Standard 1 
Students will 
comprehend content 
related to health 
promotion and disease 
prevention to enhance 
health 
No equivalent performance indicators Not addressed 
ID.12.CC.2 
Distinguish between sexual 
orientation, sexual behavior, 
and sexual identity 
Standard 1 
Students will 
comprehend content 
related to health 
promotion and disease 
prevention to enhance 
health 
No equivalent performance indicators Not addressed 
ID.12.INF.1 
Analyze the influence of 
friends, family, media, 
society, and culture on the 
expression of gender, sexual 
orientation, and identity 
Standard 2 
Analyze the influence of 
family, peers, culture, 
media, technology, and 
other factors on health 
behaviors 
HS.2.1 
Analyze how family, culture, environments, and 
communities affect personal health and wellness 
practices 
Partially-addressed 
ID.12.SM.1 
Explain how to promote 
safety, respect, awareness, 
and acceptance 
Standard 7 
Practice health-
enhancing behaviors and 
avoid or reduce health 
risks 
HS.7.4 
Describe various practices to enhance personal 
safety 
HS.7.2 
Evaluate personal health-related behaviors that 
reduce the risk of disease, prevent unhealthy 
behaviors, and promote positive overall wellness 
Partially-addressed 
ID.12.ADV.1 
Advocate for school policies 
and programs that promote 
dignity and respect for all 
Standard 8 
Advocate for personal, 
family, and community 
health 
HS.8.3 
Encourage others not to bully or otherwise 
disrespect a person based on factors such as race, 
religion, sexuality, ethnicity, and/or disabilities 
HS.8.4 
Encourage schools and communities to promote 
healthy behaviors that reduce the risk of disease 
and violence and promote positive emotional 
health messages and services to improve the health 
of self and others 
Well-addressed 
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Table 2.1 (continued) 
Pregnancy and 
Reproduction  
PR.12.CC.1 
Compare and contrast the 
advantages and disadvantages 
of abstinence and other 
contraceptive methods, 
including condoms 
Standard 1 
Students will 
comprehend content 
related to health 
promotion and disease 
prevention to enhance 
health 
HS.1.23 
Justify why abstinence from sex and drugs are the 
safest, most effective risk avoidance methods of 
protection from HIV, other STDs, and pregnancy, 
and summarize ways to prevent pregnancy and the 
sexual transmission of HIV and other STDs 
Partially-addressed 
PR.12.CC.2 
Define emergency 
contraception and describe 
its mechanism of action  
Standard 1 
Students will 
comprehend content 
related to health 
promotion and disease 
prevention to enhance 
health 
HS.1.23 
Justify why abstinence from sex and drugs are 
the safest, most effective risk avoidance methods 
of protection from HIV, other STDs, and 
pregnancy, and summarize ways to prevent 
pregnancy and the sexual transmission of HIV 
and other STDs 
Not addressed 
PR.12.CC.3 
Identify the laws related to 
reproductive and sexual 
health care services (i.e. 
contraception, pregnancy 
options, safe surrender 
policies, prenatal care) 
Standard 1 
Students will 
comprehend content 
related to health 
promotion and disease 
prevention to enhance 
health 
No equivalent performance indicators Not addressed 
PR.12.CC.4 
Describe the signs of 
pregnancy 
Standard 1 
Students will 
comprehend content 
related to health 
promotion and disease 
prevention to enhance 
health 
HS.1.25 
Summarize the relationship between the 
menstrual cycle and conception 
Partially-addressed 
PR.12.CC.5 
Describe prenatal practices 
that can contribute to or 
threaten a health pregnancy 
Standard 1 
Students will 
comprehend content 
related to health 
promotion and disease 
prevention to enhance 
health 
No equivalent performance indicators Not addressed 
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Table 2.1 (continued) 
Pregnancy and 
Reproduction 
(continued)  
PR.12.CC.6 
Compare and contrast the 
laws relating to pregnancy, 
adoption, abortion, and 
parenting 
Standard 1 
Students will 
comprehend content 
related to health 
promotion and disease 
prevention to enhance 
health 
No equivalent performance indicators Not addressed  
PR.12.INF.1 
Analyze influences that may 
have an impact on deciding 
whether or when to engage 
in sexual behaviors 
Standard 2 
Analyze the influence 
of family, peers, 
culture, media, 
technology, and other 
factors on health 
behaviors 
HS.2.1  
Analyze how family, culture, environments, and 
communities affect personal health and wellness 
practices 
HS.2.3 
Analyze the factors and health-risk behaviors 
that influence the likelihood of engaging in 
unhealthy behaviors 
 
Well-addressed  
PR.12.INF.2 
Analyze internal and 
external influences on 
decisions about pregnancy 
options 
Standard 2 
Analyze the influence 
of family, peers, 
culture, media, 
technology, and other 
factors on health 
behaviors 
HS.2.2 
Distinguish how family, peers, community, 
culture, media, and perceptions of norms 
influences healthy behaviors 
 
Partially-addressed  
 PR.12.INF.3 
Analyze factors that 
influence decisions about 
whether and when to 
become a parent  
Standard 2 
Analyze the influence 
of family, peers, 
culture, media, 
technology, and other 
factors on health 
behaviors 
HS.2.1  
Analyze how family, culture, environments, and 
communities affect personal health and wellness 
practices 
 
Partially-addressed  
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Table 2.1 (continued) 
Pregnancy and 
Reproduction 
(continued) 
PR.12.AI.1 
Access medically-accurate 
information about 
contraceptive methods, 
including abstinence and 
condoms 
Standard 3 
Access valid 
information, products 
and services to enhance 
health 
HS.3.1 
Evaluate the validity, reliability, and accessibility 
of health information, products, and services 
HS.3.2 
Analyze factors that influence opportunities to 
obtain reliable resources that support health-
enhancing behaviors 
 
Partially-addressed  
PR.12.AI.2 
Access medically-accurate 
information and resources 
about emergency 
contraception 
Standard 3 
Access valid 
information, products 
and services to enhance 
health 
HS.3.1 
Evaluate the validity, reliability, and accessibility 
of health information, products, and services 
HS.3.2 
Analyze factors that influence opportunities to 
obtain reliable resources that support health-
enhancing behaviors 
 
Partially-addressed  
PR.12.AI.3 
Access medically-accurate 
information about pregnancy 
and pregnancy options 
Standard 3 
Access valid 
information, products 
and services to enhance 
health 
HS.3.1 
Evaluate the validity, reliability, and accessibility 
of health information, products, and services 
HS.3.2 
Analyze factors that influence opportunities to 
obtain reliable resources that support health-
enhancing behaviors 
 
Partially-addressed  
 PR.12.AI.4 
Access medically-accurate 
information about prenatal 
care services  
Standard 3 
Access valid 
information, products 
and services to enhance 
health 
HS.3.1 
Evaluate the validity, reliability, and accessibility 
of health information, products, and services 
HS.3.2  
Analyze factors that influence opportunities to 
obtain reliable resources that support health-
enhancing behaviors 
 
Partially-addressed  
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Table 2.1 (continued) 
Pregnancy and 
Reproduction 
(continued) 
PR.12.IC.1 
Demonstrate ways to 
communicate decisions 
about whether or when to 
engage in sexual behaviors 
Standard 4  
Use interpersonal 
communication skills to 
enhance health and 
avoid or reduce health 
risks 
HS.4.1 
Compare and contrast effective communication 
skills to improve healthy relationships and/or 
reduce engaging in risky behaviors 
HS.4.4 
Use consensual, consistent language to set 
personal limits and explain its implications for 
decision-making to avoid risky behaviors 
Well-addressed  
PR.12.DM.1 
Apply a decision-making 
model to choices about 
contraception, including 
abstinence and condoms 
Standard 5 
Use decision-making 
skills to enhance health 
HS.5.1 
Formulate healthy alternatives to risky behaviors 
by using decision-making skills 
Partially-addressed  
PR.12.DM.2 
Assess the skills and 
resources needed to become 
a parent 
Standard 5 
Use decision-making 
skills to enhance health 
HS.5.1 
Formulate healthy alternatives to risky behaviors 
by using decision-making skills 
Not addressed  
PR.12.SM.1 
Describe the steps to using a 
condom correctly  
Standard 7 
Practice health-
enhancing behaviors 
and avoid or reduce 
health risks 
HS.7.2 
Evaluate personal health-related behaviors that 
reduce the risk of disease, prevent unhealthy 
behaviors, and promote positive overall wellness 
Not addressed  
Sexually 
Transmitted 
Diseases and 
HIV 
SH.12.CC.1 
Describe common 
symptoms of and treatments 
for STDs, including HIV 
Standard 1 
Students will 
comprehend content 
related to health 
promotion and disease 
prevention to enhance 
health 
HS.1.26 
Summarize the signs and symptoms of 
symptomatic and asymptomatic STDs and the 
importance of proper adherence to contraceptive 
methods to reduce the risk of pregnancy and 
STDs 
Well-addressed 
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Table 2.1 (continued) 
Sexually 
Transmitted 
Diseases and 
HIV 
(continued) 
SH.12.CC.2 
Evaluate the effectiveness of 
abstinence, condoms, and 
other safer sex methods in 
preventing the spread of 
STDs, including HIV 
Standard 1 
Students will 
comprehend content 
related to health 
promotion and disease 
prevention to enhance 
health 
HS.1.23 
Justify why abstinence from sex and drugs are the 
safest, most effective risk avoidance methods of 
protection from HIV, other STDs, and pregnancy 
and summarize ways to prevent pregnancy and the 
sexual transmission of HIV and other STDs 
Partially-addressed  
SH.12.CC.3 
Describe the laws related to 
sexual health care services, 
including STD testing and 
treatment 
Standard 1 
Students will 
comprehend content 
related to health 
promotion and disease 
prevention to enhance 
health 
No equivalent performance indicators Not addressed  
SH.12.INF.1 
Analyze factors that may 
influence condom use and 
other safer sex decisions 
Standard 2 
Analyze the influence of 
family, peers, culture, 
media, technology, and 
other factors on health 
behaviors 
HS.2.1  
Analyze how family, culture, environments, and 
communities affect personal health and wellness 
practices 
HS.2.2 
Distinguish how family, peers, community, 
culture, media, and perceptions of norms 
influences healthy behaviors 
HS.2.3 
Analyze the factors and health-risk behaviors that 
influence the likelihood of engaging in unhealthy 
behaviors 
Well-addressed  
SH.12.AI.1 
Explain how to access local 
STD and HIV testing and 
treatment services 
Standard 3 
Access valid 
information, products 
and services to enhance 
health 
HS.3.1 
Evaluate the validity, reliability, and accessibility 
of health information, products, and services 
HS.3.2 
Analyze factors that influence opportunities to 
obtain reliable resources that support health-
enhancing behaviors 
 
Partially-addressed  
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Table 2.1 (continued) 
Sexually 
Transmitted 
Diseases and 
HIV 
(continued) 
SH.12.AI.2 
Access medically-accurate 
prevention information 
about STDs, including HIV  
Standard 3 
Access valid 
information, products 
and services to enhance 
health 
HS.3.1 
Evaluate the validity, reliability, and 
accessibility of health information, products, and 
services 
HS.3.2 
Analyze factors that influence opportunities to 
obtain reliable resources that support health-
enhancing behaviors 
 
Partially-addressed  
SH.12.IC.1 
Demonstrate skills to 
communicate with a partner 
about STD and HIV 
prevention and testing  
Standard 4  
Use interpersonal 
communication skills to 
enhance health and 
avoid or reduce health 
risks 
HS.4.1 
Compare and contrast effective communication 
skills to improve healthy relationships and/or 
reduce engaging in risky behaviors 
HS.4.3 
Choose healthy ways to express affection within 
relationships 
HS.4.4 
Use consensual, consistent language to set 
personal limits and explain its implications for 
decision-making to avoid risky behaviors 
Well-addressed  
SH.12.DM.1 
Apply a decision-making 
model to choices about safer 
sex practices, including 
abstinence and condoms 
Standard 5 
Use decision-making 
skills to enhance health 
HS.5.1 
Formulate healthy alternatives to risky behaviors 
by using decision-making skills 
Partially-addressed  
SH.12.GS.1 
Develop a plan to eliminate 
or reduce risk for STDs, 
including HIV 
Standard 6 
Goal setting skills are 
essential to help 
students identify, adopt, 
and maintain healthy 
behaviors 
HS.6.1 
Assess how personal attitudes, values, and 
beliefs influence healthy and unhealthy personal 
health-related behaviors 
HS.6.2 
Use goals setting strategies to develop realistic 
short- and long-term goals to enhance personal 
well-being , reduce the risk of disease, promote 
emotional health, and reduce violence 
Well-addressed  
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Table 2.1 (continued) 
Sexually 
Transmitted 
Diseases and 
HIV 
(continued) 
SH.12.SM.1 
Analyze individual 
responsibility about testing 
for and informing partners 
about STDs and HIV status 
Standard 7 
Practice health-
enhancing behaviors 
and avoid or reduce 
health risks 
HS7.1 
Analyze the role of individual versus societal 
responsibility for health-related behaviors 
HS.7.2 
Evaluate personal health-related behaviors that 
reduce the risk of disease, prevent unhealthy 
behaviors, and promote positive overall wellness 
Well-addressed 
SM.12.SM.2 
Describe the steps to using a 
condom correctly 
Standard 7 
Practice health-
enhancing behaviors 
and avoid or reduce 
health risks 
HS.7.4 
Describe various practices to enhance personal 
safety 
Not addressed 
SH.12.ADV.1 
Advocate for sexually active 
youth to get STD/HIV 
testing and treatment  
Standard 8 
Advocacy skills help 
students promote 
healthy norms and 
healthy behaviors 
HS.8.1 
Use peer and societal norms, based on accurate 
health information, to formulate health-
enhancing messages that promote healthy 
behaviors 
HS.8.2 
Persuade and support others to engage in 
behaviors that promote emotional health, reduce 
the risk of disease, and reduce violence 
HS.8.4 
Encourage schools and communities to promote 
healthy behaviors that reduce the risk of disease 
and violence and promote positive emotional 
health messages and services to improve the 
health of self and others 
Well-addressed 
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Table 2.1 (continued) 
Healthy 
Relationships 
HR.12.CC.1 
Describe characteristics of 
healthy and unhealthy 
romantic and/or sexual 
relationships 
Standard 1 
Students will 
comprehend content 
related to health 
promotion and disease 
prevention to enhance 
health 
HS.1.14 
Analyze characteristics of healthy relationships 
and explain how to build and maintain healthy 
relationships with family members, peers, and 
boyfriends and girlfriends 
HS 1.15 
Evaluate effective strategies for dealing with 
difficult relationships with family members, 
peers, and boyfriends and girlfriends 
Well-addressed 
HR.12.CC.2 
Describe a range of ways to 
express affection within 
healthy relationships 
Standard 1 
Students will 
comprehend content 
related to health 
promotion and disease 
prevention to enhance 
health 
HS.1.21 
Evaluate the negative consequences of sending 
sexually explicit pictures or messages 
electronically 
HS.1.28 
Analyze situations that could lead to being 
pressured to having sex 
HS.1.29 
Explain why it is wrong to trick, threaten, or 
coerce another person into having sex 
Partially-addressed 
HR.12.CC.3 
Define sexual consent and 
explain its implications for 
sexual decision-making 
Standard 1 
Students will 
comprehend content 
related to health 
promotion and disease 
prevention to enhance 
health 
HS.1.28 
Analyze situations that could lead to being 
pressured to having sex 
HS.1.29 
Explain why it is wrong to trick, threaten, or 
coerce another person into having sex 
Well-addressed 
HR.12.CC.4 
Evaluate the potentially 
positive and negative roles 
of technology and social 
media in relationships 
Standard 1 
Students will 
comprehend content 
related to health 
promotion and disease 
prevention to enhance 
health 
HS.1.21 
Evaluate the negative consequences of sending 
sexually explicit pictures or messages 
electronically 
Partially-addressed 
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Table 2.1 (continued) 
Healthy 
Relationships 
(continued) 
HR.12.INF.1 
Explain how media can 
influence one’s beliefs 
about what constitutes a 
healthy sexual relationship 
Standard 2 
Analyze the influence 
of family, peers, 
culture, media, 
technology, and other 
factors on health 
behaviors 
HS.2.2 
Distinguish how family, peers, community, 
culture, media, and perceptions of norms 
influences healthy behaviors 
Well-addressed 
HR.12.INF.2 
Analyze factors, including 
alcohol and other 
substances, that can affect 
the ability to give or 
perceive the provision of 
consent to sexual activity 
Standard 2 
Analyze the influence 
of family, peers, 
culture, media, 
technology, and other 
factors on health 
behaviors 
HS.2.3 
Analyze the factors and health-risk behaviors 
that influence the likelihood of engaging in 
unhealthy behaviors 
Partially-addressed 
HR.12.AI.1 
Demonstrate how to access 
valid information and 
resources to help deal with 
relationships 
Standard 3 
Access valid 
information, products 
and services to enhance 
health 
HS.3.1 
Evaluate the validity, reliability, and 
accessibility of health information, products, and 
services 
HS.3.2 
Analyze factors that influence opportunities to 
obtain reliable resources that support health-
enhancing behaviors 
Well-addressed 
HR.12.IC.1 
Demonstrate effective 
strategies to avoid or end an 
unhealthy relationship 
Standard 4  
Use interpersonal 
communication skills to 
enhance health and 
avoid or reduce health 
risks 
HS.4.1 
Compare and contrast effective communication 
skills to improve healthy relationships and/or 
reduce engaging in risky behaviors 
HS.4.4 
Use consensual, consistent language to set 
personal limits and explain its implications for 
decision-making to avoid risky behaviors 
Well-addressed 
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Table 2.1 (continued) 
Healthy 
Relationships 
(continued) 
HR.12.IC.2 
Demonstrate effective ways 
to communicate personal 
boundaries as they relate to 
intimacy and sexual 
behavior 
Standard 4  
Use interpersonal 
communication skills to 
enhance health and 
avoid or reduce health 
risks 
HS.4.1 
Compare and contrast effective communication 
skills to improve healthy relationships and/or 
reduce engaging in risky behaviors 
HS.4.4 
Use consensual, consistent language to set 
personal limits and explain its implications for 
decision-making to avoid risky behaviors 
Well-addressed  
HR.12.SM.1 
Demonstrate respect for the 
boundaries of others as they 
relate to intimacy and sexual 
behavior 
Standard 7 
Practice health-
enhancing behaviors 
and avoid or reduce 
health risks 
HS.7.3 
Design and implement a plan to model healthy 
physical and emotional health behaviors 
Partially-addressed  
HR.12.SM.2 
Describe strategies to use 
social media safely, legally, 
and respectfully 
Standard 7 
Practice health-
enhancing behaviors 
and avoid or reduce 
health risks 
HS.7.4 
Describe various practices to enhance personal 
safety 
Partially-addressed  
  
34 
 
Table 2.1 (continued) 
Personal 
Safety 
PS.12.CC.1 
Compare and contrast 
situations and behaviors that 
my constitute bullying, 
sexual harassment, sexual 
abuse, sexual assault, incest, 
rape, and dating violence 
Standard 1 
Students will 
comprehend content 
related to health 
promotion and disease 
prevention to enhance 
health 
HS.1.14 
Analyze characteristics of healthy relationships 
and explain how to build and maintain healthy 
relationships with family members, peers, and 
boyfriends and girlfriends 
HS 1.15 
Evaluate effective strategies for dealing with 
difficult relationships with family members, 
peers, and boyfriends and girlfriends 
HS.1.21 
Evaluate the negative consequences of sending 
sexually explicit pictures or messages 
electronically 
HS.1.28 
Analyze situations that could lead to being 
pressured to having sex 
HS.1.29 
Explain why it is wrong to trick, threaten, or 
coerce another person into having sex 
HS.1.37 
Explain why rape and sexual assault should be 
reported to a trusted adult 
 
Well-addressed  
PS.12.CC.2 
Analyze the laws related to 
bullying, sexual harassment, 
sexual abuse, sexual assault, 
incest, rape, and dating 
violence 
Standard 1 
Students will 
comprehend content 
related to health 
promotion and disease 
prevention to enhance 
health 
HS.1.29 
Explain why it is wrong to trick, threaten, or 
coerce another person into having sex 
HS.1.37 
Explain why rape and sexual assault should be 
reported to a trusted adult 
 
Partially-addressed  
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Table 2.1 (continued) 
Personal 
Safety 
(continued) 
PS.12.CC.3 
Explain why using tricks, 
threats, or coercion in 
relationships is wrong 
Standard 1 
Students will 
comprehend content 
related to health 
promotion and disease 
prevention to enhance 
health 
HS.1.29 
Explain why it is wrong to trick, threaten, or 
coerce another person into having sex 
Well-addressed  
PS.12.CC.4 
Explain why a person who 
has been raped or sexually 
assaulted is not at fault 
Standard 1 
Students will 
comprehend content 
related to health 
promotion and disease 
prevention to enhance 
health 
HS.1.37 
Explain why rape and sexual assault should be 
reported to a trusted adult 
Partially-addressed  
PS.12.INF.1 
Describe the potential 
impacts of power 
differences (e.g. age, status, 
or position) within sexual 
relationships 
Standard 2 
Analyze the influence 
of family, peers, 
culture, media, 
technology, and other 
factors on health 
behaviors 
HS.2.3 
Analyze the factors and health-risk behaviors 
that influence the likelihood of engaging in 
unhealthy behaviors 
 
Partially-addressed  
PS.12.INF.2 
Analyze the external 
influences and societal 
messages that impact 
attitudes about bullying, 
sexual harassment, sexual 
abuse, sexual assault, incest, 
rape, and dating violence 
Standard 2 
Analyze the influence 
of family, peers, 
culture, media, 
technology, and other 
factors on health 
behaviors 
HS.2.2 
Distinguish how family, peers, community, 
culture, media, and perceptions of norms 
influence healthy behavior 
HS.2.3 
Analyze the factors and health-risk behaviors 
that influence the likelihood of engaging in 
unhealthy behaviors 
HS.2.4 
Examine how sharing or posting personal 
information electronically about self or others 
can negatively impact mental/emotional health, 
social health, and personal safety of self and 
others 
Well-addressed  
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Table 2.1 (continued) 
Personal 
Safety 
(continued) 
PS.12.AI.1 
Access valid resources for 
help if they or someone they 
know are being bullied or 
harassed, or have been 
sexually abused or assaulted 
Standard 3 
Access valid 
information, products 
and services to enhance 
health 
HS.3.1 
Evaluate the validity, reliability, and 
accessibility of health information, products, and 
services 
HS.3.2 
Analyze factors that influence opportunities to 
obtain reliable resources that support health-
enhancing behaviors 
 
Partially-addressed 
PS.12.AI.2 
Demonstrate ways to access 
accurate information and 
resources for survivors of 
sexual abuse, incest, rape, 
sexual harassment, sexual 
assault, and dating violence 
Standard 3 
Access valid 
information, products 
and services to enhance 
health 
HS.3.1 
Evaluate the validity, reliability, and 
accessibility of health information, products, and 
services 
HS.3.2 
Analyze factors that influence opportunities to 
obtain reliable resources that support health-
enhancing behaviors 
 
Partially-addressed  
PS.12.IC.1 
Demonstrate effective ways 
to communicate with trusted 
adults about bullying, 
harassment, abuse, or 
assault 
Standard 4  
Use interpersonal 
communication skills to 
enhance health and 
avoid or reduce health 
risks 
HS.4.1 
Compare and contrast effective communication 
skills to improve healthy relationships and/or 
reduce engaging in risky behaviors 
 
Partially-addressed  
PS.12.IC.2 
Identify ways in which they 
could respond when 
someone else is being 
harassed or bullied 
Standard 4  
Use interpersonal 
communication skills to 
enhance health and 
avoid or reduce health 
risks 
HS.4.1 
Compare and contrast effective communication 
skills to improve healthy relationships and/or 
reduce engaging in risky behaviors 
HS.4.4 
Use consensual, consistent language to set 
personal limits and explain its implications for 
decision-making to avoid risky behaviors 
Partially-addressed  
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Table 2.1 (continued) 
Personal 
Safety 
(continued) 
PS.12.ADV.1 
Advocate for safe 
environments that 
encourage dignified and 
respectful treatment of 
everyone 
Standard 8 
Advocate for personal, 
family, and community 
health 
HS.8.3 
Encourage others not to bully or otherwise 
disrespect a person based on factors such as race, 
religion, sexuality, ethnicity, and/or disabilities 
HS.8.4 
Encourage schools and communities to promote 
healthy behaviors that reduce the risk of disease 
and violence and promote positive emotional 
health messages and services to improve the 
health of self and others 
Well-addressed 
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Discussion 
As we can see from the above chart, in about one-third of cases, the Kentucky’s 
Academic Standards and the associated performance indicators correspond well to the core 
concepts present within the 2013 version of the NSES.  Of the 60 core concepts contained in the 
NSES, 21, or 35.0%, are well-addressed within the Kentucky Academic Standards.  PR.12.INF.1, 
a standard that is related to pregnancy and reproduction, suggests that students should be able to 
“analyze influences that may have an impact on deciding whether or when to engage in sexual 
behaviors,” while Kentucky’s HS.2.1 and HS.2.3 establishes that students will “analyze how 
family, culture, environments, and communities affect personal health and wellness practices” 
and “analyze the factors and health-risk behaviors that influence the likelihood of engaging in 
unhealthy behaviors.”  
Another 28, or 46.7%, of the NSES are partially-addressed, which comprises the largest 
single category.  In most cases, this means that the wording leaves some ambiguity as to whether 
the content fully corresponds the NSES.  In the bulk of these situations, the Kentucky 
performance indicators are more general than those that are contained in the NSES, which, 
because it was created by a panel of experts, serves as the gold standard by which sexual health 
education content should be measured.  The more general language of the KAS may allow the 
school council and the health education teachers the necessary latitude to craft a more specific 
curriculum that closely mirrors the content suggested by the NSES.  Alternatively, because the 
Kentucky performance indicators lack the specificity of the NSES, the more controversial 
components of the content suggested by the NSES could also be left out if desired, while still 
complying with the Kentucky Academic Standards (M. Noland, personal communication, August 
8, 2019).  For example in the NSES, the Sexually Transmitted Diseases and HIV indicator, 
SH.12.CC.2, states that students should be able to “evaluate the effectiveness of abstinence, 
condoms, and other safer sex methods in preventing the spread of STDs, including HIV,” while 
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Kentucky’s relevant performance indicator, HS.1.23,  suggests that students should “justify why 
abstinence from sex and drugs are the safest, most effective risk avoidance methods of protection 
from HIV, other STDs, and pregnancy,” and “summarize ways to prevent pregnancy and the 
sexual transmission of HIV and other STDs.”  As we can see, the Kentucky indicator only 
requires that students be able to summarize this information, while the NSES suggests that a 
student should be able to evaluate their effectiveness at preventing the unwanted outcomes of 
HIV, unintended pregnancy, and Sexually Transmitted Infections, which would help to 
demonstrate greater mastery and familiarity with the material.  In addition, the NSES specifically 
mentions condoms, which the KAS do not. 
The remaining 11, or 18.3%, NSES are not addressed in the KAS or within the associated 
performance indicators.  This is particularly true in cases where the content involves the 
discussion of sexual and/or gender identity, such as ID.12.CC.1 and ID.12.CC.2, or provides 
details on the use of or access to contraceptive methods such as the use of condoms or emergency 
contraceptives.  Additionally, there is no mandate to instruct students on options available in 
situations in which a pregnancy occurs, such as abortion, safe surrender, and/or adoption.  In 
many cases; however, it is difficult to determine what schools are teaching, since the Kentucky 
Academic Standards often are extremely general, and sometimes even vague.  In these cases, it 
would be necessary to assess the content being provided on a school-by-school basis, particularly 
given the emphasis on school-based decision making outlined above.   
Following the analysis in Table 1, it was of interest to compare the coverage of each 
strand present within both the NSES and Kentucky Academic Standards.  When we examine this 
information by the relevant strand, we are able to gain a better picture of what is more likely to be 
omitted within Kentucky’s Public Schools (see Table 2).  For example, all indicators of the 
Personal Safety and Healthy Relationships content are either well or partially addressed.  This 
may be, at least in part, due to the presence of Green Dot, an empirically-validated bystander 
intervention program that is designed to prevent power-based personal violence (Coker, Bush, 
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Cook-Craig, DeGue, Clear, Brencato, Fisher, & Recktenwald, 2017).  The Green Dot program, 
which was initially created at the University of Kentucky by Dr. Dorothy Edwards, has been 
implemented effectively in a variety of locations throughout the United States and abroad.  This 
curriculum is now present in the bulk of Kentucky’s public high schools through the work of the 
13 rape crisis programs affiliated with the Kentucky Association of Sexual Assault Programs 
(KASAP) (Kentucky Office of the Attorney General, 2019).   
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Table 2.2 
Comparison of the National Sexuality Education Standards (NSES) and the Kentucky Academic Standards (KAS) by Strand 
Strand 
Total number 
of indicators in 
the NSES 
Strand 
# and % that are well-
addressed by Kentucky 
Academic Standards 
# and % that are partially-
addressed by Kentucky 
Academic Standards 
# and % that are not 
addressed by the Kentucky 
Academic Standards 
Anatomy and Physiology 1 0 (0.0%) 1 (100.0%) 0 (0.0%) 
Puberty and Adolescent Development 3 2 (66.7%) 0 (0.0%) 1 (33.3%) 
Identity 5 1 (20.0%) 2 (40.0%) 2 (40.0%) 
Pregnancy and Reproduction 17 2 (11.8%) 9 (52.9%) 6 (35.3%) 
Sexually Transmitted Diseases and 
HIV 
12 6 (50.0%) 4 (33.3%) 2 (16.7%) 
Healthy Relationships 11 6 (54.5%) 5 (45.5%) 0 (0.0%) 
Personal Safety 11 4 (36.4%) 7 (63.6%) 0 (0.0%) 
Given the general nature of many of the Kentucky Academic Standards, there can be a 
great deal of variance in the content that is provided to students, and an understanding of the role 
of the school-based council and teachers in the curriculum development process cannot be 
understated.  In some locations, school councils, in partnership with the school’s health education 
teachers, have worked collaboratively to greatly broaden the sexual health content that is 
provided to include a more comprehensive curriculum.  This process is often led by the teachers 
themselves who decide what they want to include and then gain approval from the school council 
(M. Noland, personal communication, August 8, 2019).  In other locations; however, even within 
the same district, teachers are restricted by the school council to providing only information that 
stresses abstinence or omit the more controversial content.  Likewise, teachers may simply avoid 
teaching content with which they are uncomfortable, or they may fail to approach the school 
council regarding these topics (M. Noland, personal communication, August 8, 2019).  Given that 
health-related content of any kind is no longer assessed on the state competency exams, there is 
very little accountability and no mandate to provide students with a high-quality, comprehensive 
curriculum.  Both teachers and school councils have some control over the process, but there may 
be a lack of communication or collaboration that can directly affect the students in those 
locations.   
The content provided within Kentucky’s public high schools will be assessed in Chapter 
4 using information from the United States Centers for Disease and Prevention’s School Health 
Profiles Survey of Lead Health Education Teachers within Kentucky.  The analysis of these 
responses will help readers to gain a more accurate understanding of the topics and curriculum 
that are being addressed, and to better identify the areas in which additional efforts must be made.  
Additional discussion regarding the creation of the most recent version of the Kentucky Academic 
Standards will be provided in Chapter 3, which will include a qualitative analysis of semi-
structured interview data collected from individuals who participated in the most recent revision 
of the Kentucky Academic Standards.   
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CHAPTER 3: INTERVIEW RESPONSES FROM PROFESSIONALS INVOLVED IN THE 
CREATION OF KENTUCKY’S ACADEMIC STANDARDS FOR SEXUAL HEALTH 
EDUCATION 
Purpose 
The purpose of this chapter is to provide a more complete understanding of the 
development of the most recent version of the Kentucky Academic Standards for Sexual Health 
Education from the perspective of those professionals who directly participated in the standard 
creation process.  This information, provided by six individuals who had been involved in 
drafting the current version of the Kentucky Academic Standards, was gathered using a semi-
structured interview protocol.  In addition to an overall summary of the interview content, results 
were analyzed using an inductive, semantic approach to reflexive thematic analysis (Braun & 
Clarke, 2006), a qualitative methodology. 
Introduction 
Given that the researcher did not participate in the creation or adoption of the most recent 
version of the Kentucky Academic Standards, it was decided in partnership with the members of 
her dissertation committee, that interviews with primary sources who were involved in the 
process would be of benefit and would provide additional contextual information that was critical 
to a thorough understanding of this topic.  As defined by Maccoby and Maccoby (1954, p. 449), 
an interview is an “interchange in which one person… attempts to elicit information or 
expressions of opinion or belief from another person or persons.”  Interviews are necessarily an 
interactive process during which information is exchanged between the interviewer and his or her 
respondent, and an eventual “contextually bound and mutually agreed upon story is created” 
(Fontana & Frey, 2005, p.696).  The use of interviews as primary source material is particularly 
vital, as it provides the researcher with a sense of what the respondent feels is most important or 
critical for others to understand. Additionally, through the use of inductive thematic analysis, the 
researcher can begin to understand the experience as it is framed by the respondent, which is 
43
particularly vital in this case given that these individuals directly participated in the process under 
study (Braun & Clarke, 2006).    
Interview Methods 
During the planning stages, a semi-structured interview script was developed by the 
primary investigator with input from her dissertation Chairperson and other members of the 
committee.  The interview script can be found as Appendix A of this chapter.  A Health Promotion 
graduate student was recruited to participate as a note taker on the project.  This individual took 
detailed notes of the telephone interviews, and produced written summaries of the content of each 
interview.  Given the desire to protect the respondent’s confidentiality, the interviews were not 
recorded; however, the note taker did participate in the actual calls and made notes 
contemporaneously as the interviews transpired.  Prior to making contact with potential 
respondents, a consent document was created, which is included as Appendix B, and a human 
subjects research protocol was approved by the University of Kentucky’s Office of Research 
Integrity.  
Interview participants  
Upon approval from the Office of Research Integrity, initial contact was made via e-mail 
with three professionals who were involved throughout the process by which the new version of 
the Kentucky Academic Standards was created.  These three names were originally provided by 
the principal investigator’s dissertation Chairperson, who had herself participated in the standard-
creation process.  In the introductory e-mail, the investigator briefly introduced herself, outlined 
the goals of the project, described the interview process and use of a note-taker, and estimated the 
time commitment that was required (20-45 minutes).  The Principal Investigator (PI) also assured 
potential participants that any responses would remain confidential.  Two of these key informants 
agreed to participate in the project.  The third provided the names of several other professionals 
who participated in one or both stages of the standard setting process, but declined to participate 
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due to other commitments.  Using this snowball sampling method, a total of eight (8) individuals 
were identified, all of whom had participated in the creation of the most recent version of the 
Kentucky Academic Standards.  For those that were willing to participate, a mutually agreeable 
time for the interview was identified, and the respondent provided a preferred contact number for 
use on the day of the call.  When requested, a reminder call was made by the PI the day prior to 
the scheduled interview.  Of the eight suggested participants, six consented to an interview.  
Despite repeated attempts to coordinate, the two remaining individuals were unable to take part 
during the available window due to scheduling conflicts and other existing personal and 
professional commitments.  
On the day of the interview, the PI called the respondent, and the process was again 
described in detail.  Upon agreement of the respondent, a note-taker was joined into the 
conference call.  The consent document approved during the human subjects review was read to 
each participant, and he or she provided verbal consent prior to beginning the interview itself.  
The note-taker remained on the call, only speaking when there was the need for an additional 
point of clarification, and took thorough, contemporaneous notes of the ensuing conversation, 
which were immediately completed and edited at the end of the call.  The PI likewise read and 
edited the notes as appropriate, and these were also provided to interview participants upon 
request for any additional minor edits or explanation.  Given the small number of participants and 
the need to protect respondents’ confidentiality, the interview transcripts not be placed in the 
Appendices, but are excerpted below, and a general overview of the responses are presented prior 
to the description and discussion of the identified themes.  
Summary of Responses 
Rationale and process for writing the Kentucky Academic Standards 
During the first part of each interview, respondents were asked to describe their role in 
the standard-setting process.  Although not every respondent participated in each phase of the 
process, when taken together, the interview responses provide us with a very thorough 
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understanding of the rationale for why the Kentucky Academic Standards were changed, as well 
as the process by which the Kentucky Department of Education created the new standards.  
Respondent One provided a basic overview, in the following response:  
A law passed in, I think, 2017 that basically outlined the process of updating all academic 
standards in Kentucky.  So we didn’t come up with the process, the legislation did.  The 
law basically says that every six years, which depends on however your content area falls 
within the staggered revision process, it will be revised.  The standards for Health and PE 
hadn’t been revised since 2006, so we were the first to go through this… 
[After going through public comments regarding the original drafts of the new standards]  
The writers got together, and created many [additional] draft formats, which had to go for 
a second round of public comment feedback.  The writers then made final changes, 
underwent the approval process through the Department [of Education], and then through 
the state Board of Education for approval.  The standards then went to legislature for 
approval, and were approved.  The implementation of the revised standards began with the 
2019-2020 school year. 
Respondent Six provides some additional clarification on how participants became aware of this 
opportunity and the time-commitment required, in the response below:  
Back in 2017, the Kentucky Department of Education made a call for applicants to apply 
to help rewrite the Kentucky standards, which hadn’t been rewritten since 2006, and that 
was in response to a new law that was put into in place requiring standards to be revised 
every 6 years.  So I applied, and was accepted by the Department of Education.  I was on 
an advisory panel that consisted of other health education teachers and people from the 
University [of Kentucky] as well.  We worked together on four instances, face to face, 
rewriting the standards. 
Further explanation was also provided by Respondent Two regarding the overall number and 
professional backgrounds of participants in the following response.  
We had about 40 Health and PE teachers, and 2 regular content teachers.  I believe that we 
had all teachers in our advisory panels.  We had three panels for Health, three panels for 
PE, and divided these panels by content area for elementary, middle, and high school 
standards.  Each panel had practicing Health and PE teachers, and a representation from 
higher education in Health and PE.  We also had an overall steering committee, which was 
made up of practicing teachers, higher education representatives in this area, and 
community partners. 
Given the time that had elapsed since the initial meeting, the memory of some 
respondents regarding the exact name and composition of their committee and the number of 
meetings that they attended was less precise, but in general, all participants were able to clearly 
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outline their role, and to provide a synopsis of the rationale for revisiting the existing standards 
using this process.  Respondent Five provides a sense of why they viewed the transition from a 
content-based system, as was found under the previous Standards for Practical Living, to the 
more recent version of the Kentucky Academic Standards as desirable.  I think the previous ones 
were all content-based, and now, with technology, a kid can ask Siri “What are the symptoms of 
this disease?”  So, we still want content, but we want to focus on how to use that education for 
yourself… 
Editing of the draft standards, approval, and dissemination 
Although all respondents had participated in the creation of the draft standards, there 
appeared to be significantly less awareness of any editing that may have occurred during 
subsequent stages of the process.  For example, Respondent Four suggested, while they had 
participated in the creation process, “the only other time I saw them, they were up publicly,” 
while Respondent Three stated, “Once we wrote them, it was kind of out of our hands.  It wasn’t 
up to us after that point. I don’t understand what happened after that point.”  Given that 
respondents had varying levels of participation in and responsibility for the process itself, at least 
two participants were well suited to provide the PI with a complete overview of any edits.  
Respondent Two, provided what was, by far, the most complete explanation of both the process 
and the rationale for any edits.   
The advisory panels and steering committee met first, and provided direction for what they 
thought the standards should be.  We [the preparers] wanted to have a stronger alignment 
with national standards.  We wanted the outcome to allow students to become more health 
literate, tried to emphasize the area of health literacy, and have skills-focused standards, 
not just health-focused standards. 
The advisory panels started with different tools in addition to national standards.  The CDC 
Health Education Curriculum Analysis Tool (HECAT) looked at grade-level specific 
outcomes.  The HECAT was a big influence in developing language for grade-level specific 
standards and outcomes.  Existing legislation & requirements were also used in the initial 
process.   
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When asked the following question by the Primary Investigator: “Did you feel that of your team, 
it was primarily you who was aware of legislation, or did you feel that was understood by [other] 
stakeholders?” Respondent Two went on to say, 
Health and PE have lots of standards, but not all get taught, as there is not enough 
instructional time.  So it was important to look at standards teachers are required to cover, 
and look at a potential middle school with a 9-week class, we had to give legislated 
pieces more emphasis, as they must be taught, whereas other content areas can be more 
flexible… 
Additionally, this respondent described some of the issues with ensuring accountability with the 
following response: We don’t test Health and PE in Kentucky, so as a result, instructional time 
varies from school to school.  In Kentucky, there’s a half-credit required of Health and PE before 
graduation…Standards are a chart for what should be taught but is not the end all, be all. 
When prompted to describe some of the potential motivations for making changes to the 
academic standards, Respondent Two described the impact of what they viewed as an overall 
policy shift that emphasizes skills-based approaches with the following comment.    
Health Education, in the last few years, saw an increase in focus on skill-based Health 
Education.  We wanted to make a statement with a skills-focused approach, and one of 
the guiding principles was to be clear in aligning with national standards, so not just 
memorizing, but providing that opportunity for students to practice decision-making, 
advocacy, self-enhancing behaviors.  We aligned with the national standards, so skills 
were a major focus.  
This suggests that at least some of the professionals involved in the standard-setting process were 
aware of a multitude of intrapersonal, interpersonal, organizational, cultural, and policy factors 
that affect what the standards include, as well as the practical ways in which this understanding 
affects the day-to-day realities of providing health education within Kentucky schools.   
Although at least one respondent was able to outline the complete dissemination and 
adoption process, as follows: So we had to go to the Kentucky Board of Education for two 
readings for approval, and when they were approved by the Board, they had to go to a committee 
at the legislature, official approval and dissemination efforts appeared to be relatively poorly 
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understood among many participants, with three of the six respondents stating that they had no 
awareness of dissemination strategies.   
Ensuring accountability and comparison with other states 
At present, health-related content is no longer included on Kentucky’s statewide 
academic testing; so many respondents were concerned about the ability to ensure accountability 
to the Kentucky Academic Standards.  When questioned about what was being done to ensure 
accountability, Respondent One’s comments stood out as particularly salient: That’s the sad 
thing, really, in that there is no accountability.  It’s the law, but we don’t have the capacity to 
check on that, and since Health and PE are not included in that form of accountability [the 
statewide academic testing], it’s up to the school district to remain accountable.  
Other respondents were equally concerned about a perceived lack of accountability. 
When prompted by the investigator, Respondent Six made the following comment: “What is 
being done?  Nothing.  Nothing other than principal observation, that’s about it.  You know, if the 
principal does their job and makes sure all standards are being taught, then that’s good, but that’s 
it.”  This view; however, was not shared by all respondents.  Respondent Five suggested that 
efforts were being made to ensure accountability, although they were being undertaken by 
teachers and other professionals rather than by the Kentucky Department of Education or some 
other governmental organization, stating: Um, so, we offer accountability for each school.  I’m on 
the health cadre for [the state level professional association].  So, I got trained for those standards, 
and I go out to schools… we break teachers into groups, and have them come up with lesson plan 
for each standard.  
When asked about how Kentucky’s Academic Standards compared to those in other 
states, Respondent Three formulated the following response.  
I think that we are much weaker, and I believe, legislatively, that that’s where the 
problem exists.  We have great leaders and great organizational structure, the people who 
care are great educators, but I believe that until we have great legislation, things probably 
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won’t change, and compared to other states, we’re very substandard in that way.  There 
are states that do a great job, but I think we are not one. 
When prompted by the Principal Investigator, “Are there areas you think we’re more deficient 
than others, or is the deficiency present across the board,” Respondent Three went on to say: 
Areas, or implementations? I do think those are two very separate things.  I think the standards 
exist, I just do not think we can keep people accountable.  Additionally, Respondent Four, while 
not specifically critical of Kentucky, reminded the interviewer of the vital role of states in crafting 
and implementing educational policies with the following statement: I mean, again, we see that 
it’s that state level, and we’ve got lots of states moving towards spending less time on content, 
and more on skill, and having the local district determine the necessary content, unless its 
somehow contained in a policy or law.   
The response from Respondent Two provides further clarity about the global issues 
surrounding health education content more generally, and some of the specific issues related to 
sexual health education within the Commonwealth of Kentucky.   
What’s happening across the country (not just in sexuality education) there’s no state 
doing a great job of comprehensive health education for K-12.  Health Education policy 
tends to be reactive.  We see it with sexuality requirements, with opiates, and other areas. 
Anytime there’s a social deal in society, we create legislation.  Anytime legislation is 
created, there’s already a problem.  The Legislature is always responsive… 
Surprisingly, given the rich and vocal criticism of several respondents, the final two respondents 
asserted that they believed Kentucky’s standards could be viewed relatively favorably when 
compared to those of other states.  Respondent Six, while still slightly critical, suggested  
I think ours are a lot more conservative.  There are other states that are a lot less 
[conservative] – we took looks at some from Oregon specifically, and I think that has to 
do a lot with the culture, too.  We live in much more conservative culture than Portland.  
I think ours [standards] do an equal job with preventing STIs and teen pregnancy, but I 
don’t think ours do a good job of covering gender and sexuality.  I’m not saying that’s 
right or wrong, I’m just saying it’s absent, and we’re not covering it well. 
While Respondent Five stated: I think we do a pretty good job.  I think our state is very 
comprehensive when it comes to health, we teach condoms, we’re not an abstinence only state, 
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we step above that, which is huge.  We can teach all the contraceptives; so I think we’re doing 
better [in Kentucky] than most states.  When prompted by the PI, about whether there were any 
differences in the content that is provided in urban and rural schools, the respondent went on to 
say: 
I know a teacher who refuses to teach contraceptives because it’s her belief.  She says it 
goes against her beliefs to teach that.  It shouldn’t be up to her, you can’t just skip that, 
we have to cover it anyway.  In some rural areas, it might be harder to teach about Plan 
B. in [the county where I teach]; we teach about Plan B. Especially with some teachers
who get their beliefs in there, you’ve got to just realize it’s not about your beliefs, and
that it’s just content.
Although this response seems to suggest that the respondent views rural locations as being more 
conservative in their views, it does provide an important observation of some of the realities that 
are impacting sexual health education content in Kentucky’s schools.   
The role of politics on sexual health education 
When asked specifically about the impact of politics on sexual health education in 
Kentucky, Respondent One made the following observations:  
I think it’s always thought about, but I guess the best way to put it is that there were lots 
of public comments on any content related to sex ed, and it went both ways.  We had lots 
of public comments that were positive, and supporting, and lots that went the other 
way… We were really honestly waiting for someone to pushback on anything related to 
sexuality education, and we never got it.  I think because the other areas were going 
through revisions at the same time, those other areas were focused on in terms of 
controversy, and we were kind-of skipped over.  We got no pushback, and no comments. 
Additional comments from Respondent Two help to further clarify the political realities and 
potentially divisive nature of some sexual health education content:  
I think the whole hot button issue is around abortion.  That’s one of the issues that 
frustrates me personally.  We stack the deck against kids.  We don’t give them the right 
information, we don’t teach comprehensively; kids unfortunately make decisions based 
on peer information.  We see what happens with pro-life, pro-choice, which are such hot 
button things here in the south, that there’s a lot of dialogue missing about how to set kids 
up to be successful, whether that’s by providing information about contraceptives and 
abortion, or STI/STDs.  It’s really unfortunate that we’re here in 2020, and we don’t have 
effective policy helping kids to be successful and be aware. 
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Respondent Three provides additional support for the influence of politics with the 
following statement: It’s huge, absolutely massive.  I wish it weren’t that way, but politics are 
necessary for public school.  We need people to be aware that the decisions they make at political 
levels can hugely influence public school.  While recognizing the impact of politics, Respondent 
Four suggested that there were additional factors that affect how sexual health education is 
perceived in the following response: I’m not entirely sure of exactly what played into it, because I 
wasn’t a part of that process [seeking approval for the standards from the legislature], but some 
things that usually impact it are, I think fear, lack of awareness and education of what it [sexuality 
education] actually is. Unlike the other five respondents; however, Respondent Five continued to 
assert that politics had no real impact on the creation and implementation of Kentucky’s Academic 
Standards.   
The influence of other factors  
When asked about what other elements may affect the degree to which a particular strand 
or content area is covered, the responses covered a diverse array of interpersonal, intrapersonal, 
institutional, community, and public policy related content.  Respondent One gave a particularly 
salient response:  
So I would say a major factor is the comfort level of the teacher, and of their personality 
themselves.  There’s always administrator influence on the comfort level of what is being 
taught in the Health Education classroom.  We do have the standards, but there’s always 
the case of someone getting worried, or a parent is always an influence if they’re not 
comfortable with what’s being taught.  This parent pushback can contribute to 
administrator anxiety of content, which has the potential to result in content omission. 
Respondent Two echoed this response, while providing significantly more elaboration on the way 
that these issues play out within Kentucky schools in the following exchange:  
I would say that one of the concepts of skill-based education offers lots of promise, but 
we don’t have lots of research yet on efficacy.  The promise of skill based is rather than 
teaching nine content areas in 9 weeks, if we are instead teaching holistic content like 
skills, decision-making, goal setting, advocacy, that kids can apply skills to other content 
areas when they come to them.  …if we can teach them to apply the same techniques to 
say nutrition or other content areas… but that’s to be determined if it works.  What we 
know doesn’t work is simply memorizing facts and information, that doesn’t impact 
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outcomes.  We need adequate instruction time to make sure we’re reaching those 
outcomes.  There are just not enough programs using these strategies to determine if 
successful in outcome. 
Respondent Three provided yet more clarity and detail, with the following reply, which stressed 
the importance of institutional and community-level factors:  
I do think sexual health in particular is more than sexuality education. In particular, it’s 
what’s taught at home, and elsewhere in the community. There needs to be a huge change 
in how we look at sex and sexual health, because it has to come from all areas. It has to 
be in the home, it has to be added into church, all areas need to step up and talk about 
what it means to be healthy sexually.   
Given this response, the PI asked about the role that the comfort of the health educator may play 
on the implementation of the standards.  Respondent Three went on to say: I think the 
accountability would force health educators to address these topics in classroom settings… 
Respondent Four talked a great deal about the perceived credibility of the educator, 
drawing upon a recent experience working with another state.   
With the work we did in another state with a person that was hired, he’s incredible, he 
born and raised in that state, but he’s worked all over, and he holds that credibility as a 
result, so when he talked, people were willing to listen. They [the community partners] 
knew him, and it was like if he’s talking, we’re listening. We have this communication 
issue where it impedes progress and any way you approach it, there’s this one-sided 
discussion… 
This response was similar to the one provided by Respondent Six, who stressed the impact of 
culture as a major influence on the content provided, stating:   I think that goes back to culture. 
We have a variety of people from different parts of the state in these committees. We had a lot of 
talk on what to include, what not to include, and it would go back and forth a lot.  Respondent 
Five further elaborated on this issue, drawing upon 17 years as an educator to describe how 
sexual health education has changed over time.  Like other respondents, this individual 
particularly stressed the importance of intrapersonal factors such as comfort level and confidence 
of the instructor as well as interpersonal, institutional, and cultural factors as being critical for the 
successful implementation of any sexual health education content, saying:  
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I think how well teachers teach the topics, how comfortable they are with the content. 
When I taught sexual health this year, I approached our superintendent and said “I know 
we live in a conservative area, but some of my students are dealing with homosexuality, 
and some are dealing with gender identity. What are some things I can teach in both of 
these areas so they can feel safe or comfortable here?” I have to seek a lot of approval so 
I don’t get in trouble, so I don’t get Facebook messages calls or emails from parents. 
Should Kentucky’s Academic Standards mirror the National Sexuality Education Standards? 
When respondents were asked about whether or not it was desirable for the Kentucky 
Academic Standards to mirror the National Sexuality Education Standards (NSES), responses 
were mixed.  For example, Respondent One suggested that although the national standards were 
taken into account during the standard-setting process, they “didn’t really influence our 
standards.”  Other respondents echoed this sentiment, stating that they felt that the standards 
served as a framework from which to begin a curriculum plan.  When specifically asked whether 
they believed that the current Kentucky Academic Standards mirrored the NSES; however, 
Respondent Four was more hesitant to claim that they did, providing the following response 
which emphasized the need for a more formalized process and additional guidance from experts 
as needed:  
…especially with some states having higher rates of poor outcomes than others…I think 
that [aligning state and local standards] would be good place to start… I believe that the 
best way for a place to do that is have an outside facilitator who is helping to plan and 
determine that curriculum.  It’s really necessary to have someone from outside that 
process. 
Respondent Five differed from the responses of all other interviewees on this item, as can be 
evidenced by the following exchange:  
PI: Do you believe it is desirable for the Kentucky Academic Standards to mirror 
the National Sexuality Education Standards? 
Yes. I think otherwise, in school skills-based content, their first thing they do is write the 
standards.  
PI: And you think that they’re pretty closely mirrored? 
Yes, yes. 
PI: And are there places that you think we have room for improvement? 
54
We follow them, our 8 are the same as their 8. Our academic expectations are a little 
different, but the state standards are pretty much dead on the same as the national 
standards. 
What else is important to know? 
During the closing of the interview, the PI asked each respondent whether there was 
anything else that they believed it was important for her to know about sexual health education in 
Kentucky?  Respondent One reiterated the importance of legislation and the other policies present 
within the Commonwealth.  Respondent Three took that opportunity to stress the importance of 
sexual health education and to comment on the standard-setting process of which they had been a 
part with the following:  
I do want to just make a comment that process of sitting down and trying to write the 
standards was a great activity, and had all the makings of what it needed to have in order 
to be successful. I was disappointed that it didn’t go further, and I believe the leadership 
in initiating this process was excellent, and I hope maybe in the future, it might happen 
again, and be something that would go forward and be successful. 
Respondent Four responded similarly, and elaborated further, suggesting there is a need for a 
victim-centered, culturally sensitive sexual health education curriculum.  Additionally, this 
respondent identified areas of improvement as follows: We have to work on embedding that 
systems change, and that cultural competency, and all we can do and just hope to see change. 
Respondent Five suggested, that from his/her perspective, in Kentucky, or at least in the 
county in which they teach, things were improving, stating: It’s changing, and for the better, I 
think. We’ve gotta get everybody onboard…Respondent Six provided the following observations, 
which mirrored what was provided by others, particularly as regards the need for a trauma-
informed and culturally sensitive approach: [we need to be more thoughtful in our approach] 
because we are seeing the demographics in our students; they deal with these topics whether we 
want to [deal with the topics] or not.  It’s our duty to teach every student who comes through 
those doors, not just some who experience these things.  
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Data Analysis 
Once all of the interviews were completed and thorough and complete drafts of the 
responses were created, the researcher was then able to review the material and synthesize the 
major ideas and emergent themes using a reflexive inductive, semantic process (Braun & Clarke, 
2019).  The use of inductive, semantic thematic analysis (Braun & Clarke, 2006) allows the 
researcher to examine the explicit content of the data.  This type of analysis was particularly 
appropriate given the principal investigator’s relative unfamiliarity with the process being 
described and her overall desire to focus on the perspectives of participants as they were 
presented, rather than to construct or read in additional meaning or underlying assumptions.  
Additionally, the use of this methodology facilitates the establishment of themes and overall 
meaning using an organic process in which the coding emerges based upon the data rather than a 
theoretical construct that was identified prior to the analysis (Braun & Clarke, 2006).   
Themes, which often lack a true definition among qualitative researchers (DeSantis & 
Ugarriza, 2000), can be best understood, within the context of this work, as units of meaning that 
are “extracted by a careful mental process of logical analysis of content from all data sources” 
(Germain, 1986, p. 158).  DeSantis and Ugarriza (2000) further expand on this idea, defining a 
theme as “…an abstract entity that brings meaning and identity to a recurrent experience and its 
variant manifestations.  As such, a theme captures and unifies the nature or basis of the 
experience into a meaningful whole (p. 362).”  During initial review of the interview transcripts, 
the PI identified three (3) major themes.  Upon consultation with the Dissertation Chairperson, a 
fourth theme was identified and agreed upon.  All four of these themes were then reviewed by a 
second member of the dissertation committee who has significant experience in qualitative 
analysis to ensure reliability.  The note taker also reviewed the content to ensure that it conformed 
with her impressions of the interviews, and provided additional suggestions, edits, and points of 
clarification.  The results of this analysis will be described in greater detail below.  
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Identification of Emergent Themes 
During the analysis of the interview transcripts four major themes emerged, namely, that 
there: (1) was a general lack of understanding of the complete process by which the standards 
were drafted, revised, and approved by many participants, (2) is frequently no formal process 
within Kentucky’s public schools to ensure accountability to the Kentucky Academic Standards or 
consistency of content, (3) are significant barriers that exist to prevent the implementation of 
comprehensive sexuality education in Kentucky’s classrooms, and (4) appears to be a continuum 
of views regarding how closely the current content mirrors the National Sexuality Education 
Standards as well as how desirable such a direct association might be.  In the subsequent section, 
each theme will be addressed in greater depth. 
Theme 1: There was an overall lack of understanding of the process by participants 
In the first four scripted questions, respondents were asked to provide an overview of the 
general process by which the new standards were being created as well as the subsequent steps 
that were required prior to full implementation.  Some of the responses were “The only other time 
I saw them [the standards], they were up publicly,” and “Once we wrote them, it was kind of out 
of our hands.  It wasn’t up to us after that point. I don’t understand what happened after that 
point.”  Based on replies such as these, the primary investigator identified the first major theme, 
that there was an overall lack of clarity among participants regarding the standard-setting process 
as well as the ways in which the new content would be approved, disseminated, and implemented 
within Kentucky’s schools.  The identification of this theme was  further supported by the fact 
that only one respondent referenced legislatively-mandated content, and that several others 
reported having no real substantive understanding of why a final version of the approved 
standards did not appear to correspond with their initial drafts or accurately reflect the content 
that they hoped to include.  Several respondents specifically referenced a desire to transition from 
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content-based teaching to a skills-based approach.  Take, for example, the following quote from 
Respondent Two,  
Health Education, in the last few years, saw an increase in focus on skill-based Health 
Education.  We wanted to make a statement with a skills-focused approach, and one of 
the guiding principles was to be clear in aligning with national standards, so not just 
memorizing, but providing that opportunity for students to practice decision-making, 
advocacy, self-enhancing behaviors.  We aligned with the national standards, so skills 
were a major focus.  
For many, however, the final content did not appear to fit with their desires or expectations or 
appeared to take have a very different look than what they believed had been originally intended, 
and for some respondents this was a source of frustration.  Given this reality, it may be desirable 
for the Kentucky Department of Education to better frame expectations and describe the steps in 
the process for participants in future years.   
Theme 2: There is little accountability for sexual health education within the Commonwealth 
All 6 respondents also referenced a general lack of a formal process by which the schools 
could ensure accountability and consistency to the newly implemented standards.  The following 
statement from Respondent Six is indicative of nearly all participants’ thoughts.  “What is being 
done?  Nothing.  Nothing other than principal observation, that’s about it.  You know, if the 
principal does their job and makes sure all standards are being taught, then that’s good, but that’s 
it.”  Additional content was provided by Respondent Three that further expanded on this idea in 
the following response,  
I think it is foolish that in our state we do so little to make sure or to ensure that health 
education is being taught… I feel personally that because we don’t test, of course, you 
know, if it isn’t a test, it is not important in school system.  I believe there are schools that 
succeed and do well and they exist, but unfortunately, unless we have statewide 
accountability, nothing happens in the way it should overall.  It’s absolutely so sad that 
we don’t do enough in our state, especially with the problems we have, that we do not do 
enough to prevent these issues.   
Respondent Three went on to say: 
I think the standards exist, I just don’t think we can keep people accountable.  I know we 
have such great education out there, I just don’t think they [the educators] can educate the 
way we need [without a mechanism to ensure accountability]…That testing element 
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motivates administrators and teachers too.  We know, it’s hard to measure behaviors such 
as health education, it’s hard to know if health education translates to behavior change, 
other states are doing that I think.  More needs to be done, that’s for sure, and I hate to 
see that very little is being done right now in Kentucky 
Although Respondent Five shared the view that there was, at present, no formal process 
by which accountability was assessed or ensured, he/she did raise the point that individual 
instructors could still hold themselves accountable in a variety of ways.  This person went on to 
describe the ways in which he/she was engaging in professional development, serving as a leader, 
and fostering accountability among peers.  
…we offer accountability for each school.  I’m on the health cadre for [the state level 
professional association].  So, I got trained for those standards, and I go out to schools, 
like those in [a larger metropolitan county], that have a 3rd PD [Professional 
Development] in May.  You know, we go “Here are the standards, here are your 
resources.”  In July, we have more PD for health, and have half-a-day for that topic, and 
break teachers into groups, and have them come up with lesson plan for each standard.   
This respondent went on to suggest that even without something formal like a statewide 
educational assessment that teachers should also be responsible to continuing to learn and 
develop their ability as instructors, even if they were already experienced professionals.   
For teachers that may have been teaching for a long time, this isn’t same way things were 
taught [to them] in college.  Now, you can’t assess a skill with a written test.  You have to 
use performance-based content.  Some teachers are not used to working hard [in that 
way] in a classroom, they may not be used to having to stand and deliver.  It’s a lot for 
people to grasp, and sometimes you have got to take baby steps.  Like next semester, in 
the fall, we’re going to have every school [in the county mentioned above] take one of 
the standards and teach it, and then in the spring, they get [number] two.  It’s hard, you 
know, people don’t like change.  At UK [The University of Kentucky], now they’re 
doing more performance-based [measures of student academic success] because exams, 
they [students] can take a picture of their test, and send it to other students that have that 
class in the next block, and they can cheat.  With a performance-based test, you can’t 
cheat.  There’s no accountability now, but we want to give teachers those resources so 
they can actually teach it. 
Likewise, this individual was happy to illustrate the ways in which they were trying to be 
fully accountable, and to model effective teaching for others.  Additionally, during the following 
exchange, Respondent Five provided some insight into what they perceived as necessary to 
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enhance accountability, and documented practical steps that were being taken within their own 
district:  
PI: Do you think that teachers get any guidance or preparation for curriculum? 
In the county in which I teach, we have a curriculum that we follow, so all schools are 
taught the same curriculum on the same schedule, so that if students switch schools it’s 
the same week wherever they end up. There is no standardized curriculum for the state, 
but in my county, we follow HealthSmart, which isn’t skills-based. So, we’re working 
towards using that content, and making our lessons skills-based based on the RMC.org 
tool and national health education resources. We’re in the process of redesigning that 
curriculum right now.  
PI: So, is anyone helping facilitate that, or are teachers doing it alone? 
It’s myself, and a few other teachers, and they gave us a free day in February. We’re 
using the Comprehensive Health Skills for Middle Schools and we went through charts 
and finding resources on how to go to the doctor, and we’re taking content from 
HealthSmart and matching those lessons with specific skills to also teach. We are in that 
process. When I head back to PD in July, that’s something I’ll focus on very hard. 
Like the previous excerpt, the following response helps to demonstrate the variety of factors that 
influence overall accountability in the schools. 
That’s the sad thing, really, in that there is no accountability.  It’s the law, but we don’t 
have the capacity to check on that.  And since Health and PE are not included in that 
form of accountability [the statewide academic testing], it’s up to the school district to 
remain accountable.  I know there are many schools that have no health education.  There 
is Health Education at high school, consisting of a half credit that has to be done.  Some 
middle schools offer health education, but not every student may get it.  Some schools 
just don’t have it at all.  It varies depending on the school, and the resources they have. 
Previously, there were some questions on the standard tests that were health related; I’m 
not sure what they covered.  That went away around 2008-2009, and those questions 
were taken off the state testing.  This coincided with the standards developed in 2006, 
which resulted in the questions being taken off the state test. 
When coupled with the following, we can begin to understand the practical impact that occurs for 
youth who rely upon this information. 
I have friends who are teachers, and they’ll tell me. They may be addressing it, but there 
are others in the school system who don’t address it.  Or maybe those others will cover it 
for one or two days in school.  Of course, you and I know it’s not enough.  Older students 
will tell me, yes, we were supposed to talk about it, but my teacher didn’t want to, or my 
teacher was uncomfortable. So, they only talked about it one day, or they watched a 
video.  And that’s not okay. In no other subject would we allow that to happen.  … with 
health education, we cover sexuality education, and we allow health educators to talk one 
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day, and say they did it. That’s silly, it’s not at all effective. We give up that 
opportunity… 
Theme 3: Significant barriers continue to hamper efforts 
During the interviews, it became apparent that even as the new curriculum was created 
and adopted, significant barriers to the implementation of a more comprehensive sexuality 
education in Kentucky’s schools continue to exist.  Respondents outlined specific factors, 
including a lack of time, funding, and/or resources among Kentucky’s teachers and the schools in 
which they teach.  Many referenced the need to fit a variety of topics, including sexual health 
education, into a relatively brief window of health instruction and noted the general lack of funds 
available to purchase an existing curriculum or classroom instructional materials, as well as a 
general lack of support for the provision of a more comprehensive and inclusive content.  
Respondents also identified a need for professional development and additional training, 
especially as the standards transitioned from a content-based approach to one that emphasized 
skill development.  Take, for example, the following excerpt from Respondent Five  
It’s changing, and for the better, I think. We’ve gotta get everybody onboard, and I think 
at colleges, teach teachers skills-based, and not all content, so that when they get into 
schools, they can be that leader for the older folks who might stuck in that rut because 
they don’t like change. If they had more P[rofessional] D[evelopment] and access than 
smaller counties, and making sure that those smaller counties also get PD on what skills-
based looked like, I think that would help too. 
Additionally, respondents identified other barriers including a lack of comfort with the 
topic and a general lack of understanding of the needs of students, such as the need for inclusive 
content for students who identify as LGBTQ.  Respondent Six beautifully illustrated this theme in 
the following response:   
[we need to be more thoughtful in our approach] because we are seeing the demographics 
in our students; they deal with these topics whether we want to [deal with the topics] or 
not.  It’s our duty to teach every student who comes through those doors, not just some 
who experience these things. We have a survey at the end [of our course], and we had 
some write in that they felt it [the content] didn’t apply to them, because they’d [the 
department of health worker who provided the content] only talked about heterosexual 
relationships.  So, when the person from the health department left, I did address that.  I 
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give them culturally relevant scenarios when we do assignments, and I do make sure that 
this is integrated.  
Another respondent made the following observations regarding the need for a more inclusive and 
intentional curriculum that was responsive to the realities of sexual violence, trauma, and other 
factors, which impact both the teachers providing sexual health content and students who are 
receiving the information:  
... The teachers don’t have any content, they don’t know how to teach it. And how do we 
teach them to teach it in trauma-informed, culturally sensitive way? We don’t have that 
process here in Kentucky. We need to teach them how, so they’re not talking about 
gender as a binary all the time, and maybe telling them, you know, if you’ve had horrible 
life traumas related to sex ed, you might not be the best person to teach it, and it needs to 
be trauma-informed because students may have had lots of abuse issues, and we don’t 
want to trigger them. We need to teach educators how to be competent [in providing 
sexuality education] for all genders, sexualities, and experiences, etc. I just don’t know 
that the professional development is there for all teachers. We can all do that better, and 
improve in the support we provide for educators.  I think that’s true across the nation, not 
just in Kentucky… 
This sentiment was echoed by another respondent, who said the following: . 
It [the presented content] is very conservative, and it’s also very vague, which, you 
probably know.  I do think that if we’re going to add anything to it, if we wanted to add 
anything, it would mostly deal with mental health, and how it influences sexual health.  
In general, lots of people go through identity crises, or relationship crises, and their rates 
of depression can go way up.  I think the way mental health is connected to sexual health 
or sexuality would be great. 
PI: Do you think we need to include more content around sexual violence, or is 
that already included? 
Sexual violence is already included with lots of stuff on relationships.  I will say though 
that we do need to talk more about consent, and include more strategies throughout there. 
Several respondents also spoke about the need for gaining buy-in from parents and school 
administrators as a part of their efforts, and outlined in brief, some ways that this could be 
approached.  Respondent Four provided the following commentary, which frames the issues and 
possible solutions well:  
The places they’ve done it well with institutionalizing sex ed, they’ve had support from 
outside funders, and they’ve used different strategies to accomplish the same goal. 
They’ve had policy, they’ve strategized in creating awareness, and they’ve used good 
marketing to bring in parents and community members, so the schoolboard is onboard, 
and [in those scenarios] there’s no resistance. There’s a good way to institutionalize sex 
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ed. They have to determine the readiness, you know, making sure that the district itself is 
ready, and it’s not just about program or curriculum, but focusing on that systems change. 
We have to work on embedding that systems change, and that cultural competency, and 
do all we can do and just hope to see change.  
Additionally, respondents described the need to build awareness among the public regarding the 
realities of sexual health education.  Take, for example, the following response, which outlines 
the fundamental problem from the respondent’s perspective, as well as a proposed solution: 
I think there’s a big marketing issue, which is an opportunity for the Department of 
Education, whether it’s at the state or local level.  They have the opportunity to go out 
and do that marketing to determine what actually is sex ed, and to inform the public on 
what it actually means.  This entire state has done a horrible job of even talking about it.  
I mean, some states have 2-3 people specifically dedicated to sex ed in the Department of 
Education, and Kentucky has none.  There is absolutely nobody there to talk about it.  As 
a result, the public thinks we encourage every student to have an abortion, and, you 
know, some of the craziest things you’ve ever heard.  People don’t know that of course 
we promote abstinence, you know, that’s one of the core components of sex ed.  They 
don’t know that sex ed is also consent, and healthy relationships, and understanding their 
bodies, and everything you need to thrive in your sexual health, and not education about 
how to have sex.  I think there’s a big PR issue there, to be honest. 
Likewise, participants suggested that the Kentucky Academic Standards themselves served, 
conversely, as both as a barrier and an opportunity, and demonstrated some overlap between the 
identified themes: 
It definitely varies across the board of what content is taught, and how it’s taught. Health 
Departments are definitely important, as they provide some of the content within the 
schools. They typically have curriculum that they follow.  [The] Inclusion of the 
Abstinence Education law explains some of the variation in the sexuality education in 
Kentucky. At the High School level, sexuality education is probably taught more than at 
any other level.  
PI: And with that abstinence only component, more comprehensive information 
could be provided, but you must also include abstinence? 
Most sexuality education curriculum includes sex ed, and comprehensive sexuality 
education certainly does. There is the possibility that more comprehensive information 
could be taught in addition to abstinence, but again, there’s nobody coming to check that 
abstinence [or more comprehensive content] is being taught.  It goes back to that honor 
system, and there is a lack of accountability. 
Theme 4: There was a lack of consensus on the desirability of mirroring the National Sexuality 
Education Standards 
During interviews, it became clear that there were a continuum of views among 
participants regarding the desirability of mirroring the National Sexuality Education Standards 
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with the Kentucky Academic Standards.  Responses ranged from those that were more critical, 
such as this one from Respondent One which suggested that the standards within Kentucky were 
created without considering the indicators and content suggested at the national level: 
They [the National Sexuality Education Standards] didn’t really influence our standards.  
Overall, as it relates to sex ed, I would say it’s somewhat similar. It’s broad, it doesn’t go 
into specific details. In the old standards set in Kentucky, you couldn’t always tell which 
specific standards were related to sexuality education. Now you can easily see the 
standards that relate to sexuality education. It’s fairly similar, but you can easily see the 
specific standards. 
Other respondents believed that the Kentucky Academic Standards nearly completely mirrored 
those that were found at the national level.  Take for example, this exchange between the 
principal investigator and Respondent Five 
PI: Do you believe it is desirable for the Kentucky Academic Standards to mirror 
the National Sexuality Education Standards? 
Yes. I think otherwise, in school skills-based content, their first thing they do is write the 
standards. That way if teachers ask, you know, “Why do we do this?” I say we write ‘em, 
we do ‘em. [When state standards mirror national standards] It’s not just somebody in 
Frankfort saying, “do this,” it’s the national standards, and you have to teach them. 
PI: And you think that they’re pretty closely mirrored? 
Yes, yes. 
PI: And are there places that you think we have room for improvement? 
We follow them, our 8 are the same as their 8. Our academic expectations are a little 
different, but the state standards are pretty much dead on the same as the national 
standards. 
Respondent Two made a particularly good analysis of the importance of considering these issues 
in the following statement. 
Certainly, there are states that have done a better job of aligning with the National 
Sexuality Education Standards.  It is great to ensure that comprehensive sex ed is 
required, but it has to also be implemented, and we must provide training to teachers to 
provide fidelity in content areas.  We haven’t even begun to address this in Kentucky, 
there may be a few areas that have had training due to grant funding, but in my opinion, 
Kentucky has this habit of putting its head in the sand.  If there are questions related to 
sexuality or Health Education issues, we say “it’s in the standards, it’s in the standards,” 
knowing full well that the standards don’t get taught.  Well, what do people say?  That 
content belongs at home, but kids are also saying that they don’t get it at home.  It is not 
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taught in schools, it’s not at home.  These discussions are not being had in Kentucky 
enough.   
The respondent went on to outline their thoughts about the desirability of a more complete 
correspondence, as well as some concrete steps that educators could take to achieve this goal: 
Yes. I think that to an extent, I think when you’re talking about national health education 
standards, states should be aligned, and that’s my personal belief. With content, I think 
we see the comparison with the risk behaviors, you know, especially with some states 
having higher rates of poor outcomes than others, and there are these standards that 
especially sex ed students should get so they’re able to achieve sexual health, and I think 
that [aligning state and local standards] would be good place to start 
PI: What are some concrete steps to take to achieve that? 
You know, at a state level, if the department of education had content panels where they 
reviewed national standards, and based state standards off of that, then that would be 
great.  At the local level, we do this a lot where we use the Health Education Curriculum 
Analysis Tool (HECAT), and base everything on local needs to determine what content to 
keep and drop, based on the this, we create the content plan, and we determine the scope 
and the sequence, and we do mapping and use the aligning facilitator approach. I believe 
that the best way for a place to do that is have an outside facilitator who is helping to plan 
and determine that curriculum. It’s really necessary to have someone from outside that 
process. 
Despite the somewhat critical stance of many respondents, the content of these interviews 
suggested that there are dedicated professionals working throughout the Commonwealth to raise 
the bar and to provide substantive sexuality education content in Kentucky’s schools.  Take for 
example, the multiple responses referencing professional development and the use of formal 
curriculum assessment processes such as the HECAT, as well as the desire to tailor their 
curriculum to the needs that are demonstrated by the students with whom they come into contact 
each day.  Additionally, each of these professionals took time from their busy lives to serve in 
various capacities on the standard-creation committee.  For most, this involved travel and 
required them to dedicate personal time to the effort.  It does; however, also seem clear that there 
was a lack of familiarity with the National Sexuality Education Standards among some 
respondents, thus in future interviews on this topic, it is suggested that all participants be 
provided with a copy of both the national standards and those for Kentucky prior to the interview.  
65
Conclusions, Strengths, and Limitations 
Based on the four identified themes, the following conclusions can be made.  First, that 
there was a general unfamiliarity with the standard-setting process and each participant’s role.  As 
suggested above, it is recommended that in future efforts to create or modify the Kentucky 
Academic Standards, participants should be provided with a more complete overview of the 
process as a whole as well as their particular role in it.  Second, there is little accountability to 
ensure that the required content is being provided.  Although some respondents suggested that 
they were holding themselves accountable, there is an existing gap at present, given that there is 
no formal method of ensuring accountability to the Kentucky Academic Standards for Sexual 
Health Education.  This is important to note, because without a formal method of verifying that 
the content is being provided, and that students are learning the required information, it is 
possible that large numbers of students may lack even a basic understanding of the sexual health 
education content.  Given that many students report engaging in sexual activity, this can have real 
and serious consequences in their lives, the lives of their loved ones, and within the 
Commonwealth as a whole.   
Additionally, the responses from participants suggested that barriers continue to exist 
within Kentucky regarding the implementation of comprehensive sexual health education content.  
Although some instructors specifically requested permission to include more inclusive and 
comprehensive content within their classes, it is clear that there is no mandate or emphasis placed 
on doing so.  Given that the standards do not require comprehensive content, that legislation 
exists which mandates instructors to emphasize abstinence, and that there is often a great deal of 
latitude provided to an individual instructor, one can readily understand that many students are 
not being provided with this critical information during their required health education classes.  
Lastly, given that there appeared to be a lack of familiarity with the National Sexuality Education 
Standards (NSES), even among those who assisted in the creation of standards at the state level, it 
appears as if there is a need for an ongoing and concerted effort to raise awareness among health 
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education teachers within the Commonwealth.  Although many respondents referenced the 
inclusion of skills-based content in the revised Kentucky Academic Standards, few participants 
were able to adequately frame the ways in which the national standards differed from those that 
were established for the state.  Given the general nature of the Kentucky Academic Standards, 
familiarizing oneself with the specific content that is presented within the NSES is likely to be of 
tremendous value for health educators within Kentucky.  To accomplish this end, it is 
recommended that all professionals continue to engage in professional development, curriculum-
mapping using established tools such as the HECAT, and ongoing efforts to identify the needs 
present among the students that they teach. 
Given the information that we learned earlier in Chapter Two, as well as from the diverse 
array of responses received from the six participants, it is clear that teachers are provided with 
quite a bit of latitude and discretion regarding the sexual health education content and the 
methods they use to provide this instruction within their classrooms.  The standards that were 
created as a result of respondents’ efforts are often broad enough that educators can provide 
additional content if they desire, but this lack of specificity also means that there is no mandate 
that a particular topic is included..  As we can see from the responses above, many educators 
recognize this, and use the more general framework of the standards to create a more 
comprehensive and inclusive curriculum for the students that they teach; however, there are also 
many educators that likely do not create a more comprehensive curriculum.  As we can also see, 
the need for continuing professional development and high quality teacher education programs is 
vitally important within the Commonwealth.  Health education teachers often operate without any 
formal system of accountability by which it is possible to measure success or identify 
deficiencies.   
Although the research described here is somewhat limited by the small sample size, the 
rich variety of information that was gained through personal interactions with participants who 
were directly involved in the process was extremely valuable.  Likewise, although the 
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information gathered here is most applicable within Kentucky, the use of similar techniques 
would also be of benefit in other projects.  Qualitative methodologies are extremely important, 
whether they stand-alone or are triangulated with other sources of information to increase validity 
and/or confidence in the findings.  In this case, including semi-structured responses helped the 
researcher to understand how direct participants conceptualized their experiences, which is a 
critically valuable piece that has not been fully investigated.  Likewise, this information provides 
the Kentucky Department of Education with a clear sense of how to improve the standard 
creation process in the future, and can also better prepare participants for the experience.   
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CHAPTER 4: EXPLORATORY FACTOR ANALYSIS OF THE CDC’s SCHOOL HEALTH 
PROFILES SURVEY OF KENTUCKY LEAD HEALTH EDUCATION TEACHERS 
Introduction and Purpose 
As was learned in the previous chapter, the Kentucky Academic Standards (KAS) provide 
teachers with a general guide of what health education content must be addressed.  Teachers 
within Kentucky’s public schools exhibit a large degree of autonomy; however, regarding the 
format and content of the sexual health education provided within their classrooms.  The 
responses of semi-structured interview participants summarized in Chapter 3 suggest that many 
educators choose to provide more inclusive content than is specifically described in the KAS.  
Given that the standards themselves are generally quite broad, and that there are few elements 
that are specifically mandated, it is also possible for educators within Kentucky’s public schools 
to provide more limited content while still adhering to the KAS.  Given the presence and influence 
of site-based school councils within Kentucky’s public education system, it becomes even more 
difficult to establish a clear picture of what content is being provided in any given location or 
school, or within the state as a whole.  Such a picture is important; however, and will help 
provide a clearer sense of what sexual health education content is actually being provided to 
students by Kentucky’s educators. 
To this end, this chapter will describe the methods and results of an Exploratory Factor 
Analysis (EFA) of the Critical Sexual Education Topics (CSET) data from the US CDC’s School 
Health Profiles Survey (SHPS) of Lead Health Education Teachers, which is captured as 20 
distinct items within the 2018 instrument.  As previously presented in Chapter 1, the research 
questions were as follows: 
1) how many unique factors do the responses to the CSET-related items on the School
Health Profiles Survey indicate the instrument measures; 
2) what is the latent factor structure of the School Health Profiles Survey data?
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The purpose of this analysis was to identify the presence of existing themes or domains 
of sexual health-related knowledge being taught within Kentucky’s public high schools.  Based 
on these findings, a score was created for each of the factors identified as a part of the predictive 
analysis that will be described in the next chapter.  The identification of the latent factor structure 
allowed the researcher to better understand the sexual health education content presented to 
students in public high schools throughout the Commonwealth, and can aid health promotion 
professionals and other stakeholders to draw conclusions about the strengths and weaknesses of 
what is actually being taught.  Finally, the identification of existing themes within the sexual 
health education content was critical to the regression analysis outlined in Chapter 5, which 
sought to identify whether some combination of intrapersonal, interpersonal, and organizational 
factors, as outlined in the Social-Ecological Model, can be used to predict how completely the 
CSETs were covered.  
The School Health Profiles Survey 
The School Health Profiles Survey (SHPS) is a system of self-administered, mailed 
questionnaires designed to assess school health policies and practices in each state, as well as in 
other US Territories and large urban school districts.  Topics included: alcohol and other drug use 
prevention, the prevention of chronic and infectious disease, nutrition and dietary behaviors, 
tobacco-use prevention, and sexual health education content.  The SHPS is conducted biennially 
by the United States Centers for Disease Control and Prevention (US CDC), among a sample of 
middle and high schools.  In Kentucky, the sampling frame, which contains all public secondary 
schools within the Commonwealth, is assembled by the Kentucky Department of Education and 
submitted to the US CDC on a biennial basis (S. Bunge, Personal Communication, July 24, 
2018).  Two types of instruments are distributed through the mail, one to Lead Health Education 
Teachers in the sampled schools, and the other to school principals in the same locations.  The 
completed surveys are returned using a self-addressed stamped envelope, and appropriate analysis 
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and weighting are carried out to allow for generalization to the state as a whole (United States 
Centers for Disease Control and Prevention, 2017).  Although it is possible for researchers to 
receive the aggregated data for a given state from the United States Centers for Disease Control 
and Prevention, the individual responses must be requested directly from the Department of 
Education at the state level.   
The analysis described in this chapter was conducted using individual responses provided 
during the 2018 administration of the SHPS to Lead Health Education Teachers, and was received 
by the researcher directly from the Kentucky Department of Education.  As reported by the 
Kentucky Department of Education’s Kentucky Education Facts, during the period of 2018-2019, 
there were 257 high schools, 170 schools that were some combination of grades 6-12, such as 
collocated middle and high schools or junior/senior high schools, and 59 schools that served some 
combination of grades p-12 (2020).  During the 2018 administration of the survey, the U.S. CDC 
received responses from 238 Lead Health Education Teachers in Kentucky.  Among these, 115 
educators were able to offer information about the sexual health education content provided to 
students in grades 9-12.  The remainder of responses were received from teachers that provide 
health instruction for students in grades 6-8.  Although the small sample is of concern, given the 
relative lack of information on the subject, and the generally low number of secondary schools 
within the Commonwealth as a whole, this population is of great interest and provides a useful 
source of information that can help to direct future research and policy efforts.   
The 20 Critical Sexual Education Topics 
The US CDC has identified 20 essential elements of sexual health education, known as 
Critical Sex Education Topics (CSET), that should be presented as part of high school sexual 
health education (Demissie, Brener, McManus, Shanklin, Hawkins, & Kann, 2015).  These 
include the following:  
o How HIV and other STD’s are transmitted
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o Health consequences of HIV, STD’s, and pregnancy
o Benefits of being sexually abstinent
o How to access valid and reliable information, products, and services related to
HIV, STD’s, and pregnancy
o Influences of family, peers, media, technology, and other factors on sexual risk
behavior
o Communication and negotiation skills
o Goal setting and decision making skills
o Influencing and supporting others to avoid or reduce sexual risk behaviors
o Efficacy of Condoms
o Importance of using condoms consistently and correctly
o How to obtain condoms
o How to correctly use a condom
o Methods of contraception other than condoms
o Importance of using a condom at the same time as another form of contraception
to prevent both STD’s and pregnancy
o How to create and sustain healthy and respectful relationships
o Importance of limiting the number of sexual partners
o Preventative care that is necessary to maintain reproductive and sexual health
o Sexual orientation
o Gender roles, gender identity, or gender expression
o The relationship between alcohol and other drug use and sexual risk behaviors
In the 2018 version of the SHPS for Lead Health Education Teachers, this 20-item scale was 
included as question 11, elements a-t, with each lettered element corresponding to one of the 20 
CSETs.  Respondents were asked to indicate through a dichotomous yes/no response whether they 
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were covering the content.  Teachers were also given the ability to indicate that they were 
primarily teaching grades 6,7, or 8, or grades 9,10, 11, and 12 through the selection on “NA” in 
the correct column.   
Factor Analysis of Dichotomous Data  
The use of an exploratory factor analysis technique (EFA) is often employed in social 
science research to test how well a particular set of measured variables represent a set of latent 
variables or factors, and the factors themselves are typically understood to represent underlying 
constructs (DeCoster, 1998).  Through the use of mathematical processes, the patterns and 
relationships between variables can be identified (Yong & Pearce, 2013).  Although in most 
cases, EFA techniques are employed using variables that are measured at the ordinal level or 
above, Glockner-Rist and Hoijtink (2003) and Flora, LeBrish, and Chalmers (2012) suggest that 
factor analysis techniques can also be employed using dichotomous data to examine the 
dimensional structure of items present within a survey (Glockner-Rist & Hoitjink, 2003).  The 
responses that were analyzed in the current study are dichotomous in nature, and the proposed 
data analysis was conducted using SAS software.   
Anticipated Factor Structure of the Critical Sexual Education Topics content  
A subjective grouping of the SHPS data suggests the presence of four constructs 
including contraception-related material, skill-building content, harm-reduction content, and 
content related to social influences; however, to the author’s understanding, these factors had 
never been formally evaluated.  Applying the EFA technique allows for validation of the presence 
of the latent constructs of interest.  The use of the factor analysis techniques described above also 
helps the researcher to establish discriminant validity for the domains of interest.  More fully 
understanding any constructs present within the 20 CSETs, allows for better identification of the 
sexual health education content that is being taught and/or omitted within Kentucky’s public high 
schools.  The use of factor analysis techniques also allowed the researcher to derive scores for 
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each of the latent domains, which represent the overall coverage of these within Kentucky’s 
public secondary schools.    
Research Questions/Hypotheses 
Chapter 4, Question 1:  How many unique factors do the responses to the CSET-related items on 
the School Health Profiles Survey indicate that the instrument measures?   
Chapter 4, Question 1 Hypothesis: The data will show that a four-factor solution will be 
optimum, given the survey data.   
Chapter 4, Question 2: What is the latent factor structure of the School Health Profiles Survey 
data?   
Chapter 4, Question 2 Hypothesis: The latent factors will be as follows: contraception-related 
content, skill-building content, harm-reduction content and social influences.  
Methods 
As suggested above, the raw responses to the 20-item CSET scale provided by individual 
teachers as a part of the 2018 SHPS were received from the Kentucky Department of Education.  
These data, which were provided in a Microsoft Excel file, were cleaned and explored.  “No” 
responses, which had originally been assigned a code of “2” in the data set were recoded to a 
value of “0” to aid in the interpretation of results.  All responses from teachers who were working 
exclusively with students in grades 6-8 were also removed from the original data set, leaving 115 
responses for further analysis.  As a part of the data cleaning, codes that had been used to denote 
various kinds of missing values within the data set were identified using the SHPS Data User’s 
Guide (2018), and there was a general verification that the responses to the items of interest were 
complete.  Of the original survey respondents (N=115) who were teaching health education 
content in grades 9-12, 95 respondents responded to all 20 items related to the provision of CSET 
content.  Factor analysis procedures require testing of only complete responses, so all further 
statistical analyses were conducted on these 95 complete responses.   
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Since demographics and other relevant variables such as the school’s location were not 
collected as a part of the survey, initial descriptive statistics about the survey respondents have 
not been provided.  The frequency of responses for each item were calculated; however, and the 
number and percentage of responses for each of the sub-items are presented in Table 1.  Of 
particular interest are those items for which an affirmative response was less likely, including 
“how to correctly use a condom,” “sexual orientation,” and “gender roles, gender identity, or 
gender expression.”  Correlations between individual items were also calculated, and are 
presented in Table 2. 
75
Table 4.1 
Item Responses to School Health Profiles Survey Sexual Health Education Content (n=95) 
Yes 
Item designation and content Number (percent) 
a. How HIV and other STDs are transmitted 94 (98.95%) 
b. Health consequences of HIV, other STDs, and pregnancy 94 (98.95%) 
c. The benefits of being sexually abstinent 94 (98.95%) 
d. How to access valid and reliable health information,
products, and services related to HIV, other STDs, and
pregnancy 89 (93.68%) 
e. The influences of family, peers media, technology, and
other factors on sexual risk behaviors 91 (95.79%) 
f. Communication or negotiation skills related to
eliminating or reducing risk for HIV, other STDs, and
pregnancy 88 (92.63%) 
g. Goal setting and decision-making skills related to
eliminating or reducing risk for HIV, other STDs, and
pregnancy 88 (92.63%) 
h. Influencing and supporting others to avoid sexual risk
behaviors 88 (92.63%) 
i. Efficacy of condoms, that is, how well condoms work
and do not work 81 (85.26%) 
j. The importance of using condoms consistently and
correctly 77 (81.05%) 
k. How to obtain condoms 73 (76.84%) 
l. How to correctly use a condom 59 (62.11%) 
m. Methods of contraception other than condoms 79 (83.16%) 
n. The importance of using a condom at the same time as
another method of contraception to prevent both STDs and
pregnancy 80 (84.21%) 
o. How to create and sustain healthy and respectful
relationships 92 (96.84%) 
p. The importance of limiting the number of sexual partners 86 (90.53%) 
q. Preventative care (such as screenings and
immunizations) that is necessary to maintain reproductive
and sexual health 87 (91.58%) 
r. Sexual orientation 62 (65.26%) 
s. Gender roles, gender identity, or gender expression 54 (56.84%) 
t. The relationship between alcohol and other drug use and
sexual risk behaviors 90 (94.74%) 
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Table 4.2 
Pearson correlations for less commonly affirmed items (n=95) 
Item j k l r s 
a 0.21* 0.19 0.13 0.14 0.12 
b 0.21* 0.19 0.13 0.14 0.12 
c 0.21* 0.19 0.13 0.14 0.12 
d 0.43*** 0.47*** 0.33*** 0.36*** 0.30*** 
e 0.43*** 0.38*** 0.27** 0.29** 0.24* 
f 0.38*** 0.42*** 0.28** 0.30** 0.24* 
g 0.48*** 0.51*** 0.36*** 0.39*** 0.32** 
h 0.38*** 0.23* 0.20 0.22* 0.32** 
i 0.86*** 0.76*** 0.53*** 0.38*** 0.24* 
j (---) 0.82*** 0.62*** 0.44*** 0.34*** 
k 0.82*** (---) 0.70*** 0.60*** 0.43*** 
l 0.62*** 0.70*** (---) 0.62*** 0.59*** 
m 0.79*** 075*** 0.58*** 0.38*** 0.29** 
n 0.82*** 0.72*** 0.55*** 0.35*** 0.32** 
o 0.38*** 0.33** 0.23* 0.25* 0.21* 
p 0.49*** 0.42*** 0.34*** 0.37*** 0.30** 
q 0.34*** 0.37** 0.31** 0.34*** 0.35*** 
r 0.44*** 0.60*** 0.62*** (---) 0.75*** 
s 0.34*** 0.43*** 0.59*** 0.75*** (---) 
t 0.37*** 0.32** 0.20* 0.22* 0.18 
Note. *p<.05, ** p<.01, ***  p<.001 
Due to the dichotomous nature of the data, it was necessary to calculate tetrachoric 
correlations for all items prior to the extraction of Eigenvalues.  Given the frequent endorsement 
of many of the items included in scale, it was important to focus upon any strong correlations that 
were found among the less commonly endorsed items, since these would suggest that individual 
raters responded with consistency across pairs or sets of items.  The less commonly endorsed 
items included: “efficacy of condoms” “the importance of using condoms consistently and 
correctly,” “how to obtain condoms,” “how to correctly use a condom,” “methods of 
contraception other than condoms,” “sexual orientation,” and “gender roles, gender identity, and 
gender expression.”   
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The following correlations were particularly notable.  They suggest that there are certain 
curricular elements that, although they were less likely to be included overall, have strong 
relationships with other less commonly endorsed critical sexual education topics.  These items 
tended to be treated by various raters in a consistent way, whether that was by endorsing or 
failing to endorse.  For example, “efficacy of condoms, that is, how well condoms work and do 
not work” was nearly perfectly correlated, at .99, Wald Test X2 (n=95,1) = 802.58, p <.0001 with 
“the importance of using condoms consistently and correctly” and also extremely strongly 
correlated, at .98, with  “methods of contraception other than condoms” X2(n=95,1) = 2,272.23, p 
<.0001. Given these strong correlations, we can begin to understand that when a respondent 
reports that one of these topics is covered in their sexual health education content, they are 
extremely likely to report that they also cover the related variables.  We find, for example that, 
“methods of contraception other than condoms” and “the importance of using a condom at the 
same time as another form of contraception to prevent both STDs and pregnancy” were extremely 
strongly correlated with one another, at .97, X2(n=95,1) = 1,031.09, p <.0001, indicating high 
levels of consistency among respondents. The “importance of using condoms consistently and 
correctly” and “how to obtain condoms” were almost always treated consistently by raters, with a 
correlation of .97, and a X2(n=95,1) = 1,737.12, p <.0001, as were “the importance of using 
condoms consistently and correctly” and  “the importance of using a condom at the same time as 
another form of contraception to prevent both STDs and pregnancy,” with a correlation of .98 and 
a  X2(n=95,1) = 1,680.45, p <.0001.  Figure 1 presents a graphical representation of the 
correlations that were present.   
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Figure 4.1 
Graphical Representation of Relationships among Selected Elements 
 
 
Of additional interest were the relationships between the 3 items that were least likely to 
be endorsed, including “how to correctly use a condom,” “sexual orientation,” and “gender roles, 
gender identity, or gender expression.”  When we explored the relationship between responses to 
“how to obtain condoms” and “sexual orientation” the tetrachoric correlation displayed a strong 
positive correlation of .83.  In other words, when a respondent reported that he or she provides 
information during class on how to obtain condoms, he/she was likely to also report that he/she 
includes content about sexual orientation.  Likewise, the results of the Wald Test Χ2 (1, n=95) = 
129.09, p<.0001, suggest that the relationship between these two CSETs is statistically significant 
and therefore is extremely unlikely to be due to random chance alone.  When we consider the 
relationships between “how to obtain condoms” and “gender roles, gender identity, or gender 
expression, there was also a strong positive correlation of .81 and a Χ2 (1, n=95) = 106.54, 
p<.0001.  Thus, if someone endorsed the item “how to obtain condoms,” they were also likely to 
say that they covered “gender roles, gender identity, and gender expression” in their classes.  
There was an even stronger positive correlation of .94 (SE=.04) between “sexual orientation” and 
“gender roles, gender identity, or gender expression” Χ2 (1, n=95) = 676.11, p<.0001.  Based 
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upon this information, as well as the responses gathered from educators in the earlier chapter, we 
can understand that when educators who responded to the survey reported the inclusion of any 
one of the more controversial or less commonly endorsed aspects of the CSET, they were very 
likely to include other elements the least frequently endorsed CSET content.   
Exploratory Factor Analysis Results 
Exploratory factor analysis of the dichotomous variables was completed, using the 
techniques suggested by Glockner-Rist & Hoijtink (2003), to reduce the 20 Critical Sexual 
Education Topics into a fewer number of latent factors, using SAS.  According to Yong and 
Pearce (2013), factor analysis is a mechanism which helps to summarize the variability present 
within a particular set of data, and allows the researcher to make better sense of any relationships 
or patterns that are present in the responses.  Eignevalues were extracted for each of the 20 
elements to identify factor loading patterns, and the results of both the unrotated and rotated 
solutions were explored.  These are presented in Table 3.  
Table 4.3 
Factor Structure  (n=95) 
Number of 
Factors Eigenvalue Difference 
Proportion of 
Explained 
Variance 
1 17.73 16.19 0.89 
2 1.55 0.44 0.08 
3 1.11 0.47 0.06 
Note. Optimal solution is noted in BOLD. 
Strengths and Limitations 
As we can see from the information provided above, the responses to 20-item CSET scale 
on the 2018 SHPS suggest that there was a unidimensional factor structure present within the 
CSET, and there are also strong, statistically significant relationships among many of the sub-
elements.  Likewise, there was some commonality among the those elements of the CSET that 
were least likely to be endorsed, particularly regarding the provision of information about how to 
80
obtain condoms, sexual orientation, and gender identity, gender expression, and gender roles. 
This information is essential, and allows health promotion professionals to:  
1) better understand the content of sexual health education content that is being provided
in Kentucky’s public secondary schools, 
2) identify critical elements of sexual health information that are more likely to be
excluded, and 
3) make recommendations and observations based upon this crucial information.
The unidimenionality of the CSET also suggests that it is possible, and even valuable, to 
create a single score for each respondent, which represents the number of topics reported as 
covered.  Scalar values provide a brief snapshot of how completely a particular participant 
provides sexual health education content within his or her classroom.  Likewise, given the strong 
correlations between the items, the scores can be used to identify professional development and 
other health promotion activities that may be of benefit.  Because of the respondent’s role as the 
lead health education teacher, the scale values also help us to understand how well the school is 
covering the 20 CSETs.  If the calculated scores became more widely available, educators could 
compare their own sexual health education content with that of other schools, both in Kentucky 
and nationally.  The scores could also be incorporated into predictive models as a continuous 
variable, which is of tremendous benefit. 
The results of this survey were also consistent with those patterns we might expect to see 
based upon previous research and information gathered during interviews with other health 
professionals, further increasing confidence in the validity of these results.  Although the 
presence of the 4 categories originally proposed by the PI were not supported by the factor 
analysis, there were significant associations present between and among certain elements of the 
20 CSET.   Most notable were the relationships between those variables that were less likely to be 
endorsed, and better understanding of these elements is a critical piece of any efforts to increase 
or enhance the coverage of any particular content.    
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Given the strong correlations that are present among the least commonly endorsed items, 
there are also additional practical implications.  School districts, or school-based decision making 
councils can use this information to assess the content that is being provided, and to prioritize the 
addition of elements based upon their desired goals.  Given the strong relationships among many 
of the elements, efforts to increase coverage of any specific element of the less commonly 
endorsed content may also have a broader net effect.  Additionally, teachers and school 
administrators can target professional development activities towards those CSET topics that are 
less well endorsed, which would be tremendously effective if we assume that a lack of knowledge 
explains the omission.  In cases where the failure to cover certain content is due, at least in part, 
to other factors, the specific recognition of those curricular elements that are not presently well-
covered can help stakeholders engage in dialogue and work towards change.  Health promotion 
professionals can also advocate for policies that emphasize the coverage of those elements that 
are presently missing.  By understanding the relationships that are present among the less 
commonly endorsed content, educators and health professionals can also informally establish the 
comprehensiveness of a particular school or district’s sexual health education curriculum and can 
better target their efforts to enhance coverage and advocate for change.  Additionally, other 
research efforts can help foster progress, particularly as regards the identification and 
understanding of those factors that enhance the likelihood that more sensitive or controversial 
content is provided.   
This study is one of the first to use exploratory factor analysis with the SHPS data, and 
the inclusion of a statewide, randomly selected sample of Kentucky’s Lead Health Education 
teachers enhances the generalizability of the information learned using this technique.  Given the 
recent modifications to the Kentucky Academic Standards (KAS) discussed in the previous 
chapter, it would be of tremendous interest if the technique applied in this study were replicated 
on the 2020 and 2022 survey instruments.  Doing so would allow us to begin to understand the 
impact of the KAS modifications, particularly whether these changes resulted in any shift on the 
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content that is actually being provided within Kentucky’s public high schools.  Additionally, the 
results from the current study could be compared with future findings to further substantiate the 
relationships that were identified among the less commonly endorsed content.  
Despite these promising elements, there are also several limitations.  First, and perhaps 
most importantly, the statistical and psychometric procedures were conducted on a relatively 
small number of cases, so it may be valuable to assess how well the model fits if it is retested on a 
larger number of responses.  Since the SHPS is conducted biannually, it would also be possible to 
attempt the same tests with multiple years of Kentucky’s data, provided that the elements remain 
consistent over time.  Such a longitudinal analysis could help to show the effects of any relevant 
policies, training or professional development efforts, or other circumstances.   
The distribution of the survey is also somewhat problematic, as they are distributed by 
the US CDC via mail to a sample of public secondary schools identified by the Kentucky 
Department of Education.  Given this method of administration, it is possible that someone other 
than the lead health education teacher completed the instrument or that it never reached the 
intended destination, which could lead to a non-response bias. Since the information that is 
reported on the survey is unable to be verified, or tracked back to a particular respondent or 
another existing source of information, there is a potential that someone would be influenced by 
the same threats to validity that are present in all self-report and self-administered instruments.  
These include a bias towards responses that appear to be more socially desirable, potential 
misunderstanding or misinterpretation of the items, or a lack of consistency with actual teaching 
practices (Reddy, Dudek, Fabiano, & Phillips, 2015).   
Given that the survey did not capture demographic data, the location of the school, or 
other elements that may influence the curriculum that is being provided, we were unable to more 
fully assess the validity and reliability of the information presented here by comparing or linking 
it to other data sources.  Additionally, the survey responses were dichotomous in nature, thus 
there is a total lack of, or very limited detail, that can be gained from the responses.  For example, 
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what a particular respondent perceived as necessary to report that a particular topic was “covered” 
may vary significantly among respondents.  Despite these limitations, this study serves as a strong 
first step towards assessing and more fully understanding the sexual health education content that 
is being covered in Kentucky’s public high schools.   
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CHAPTER 5: EXAMINING SEXUAL HEALTH EDUCATION IN KENTUCKY’S PUBLIC 
SCHOOLS USING THE SOCIAL-ECOLOGICAL MODEL: THE IMPACT OF 
INTRAPERSONAL, INTERPERSONAL, AND INSTITUTIONAL FACTORS ON THE 
COVERAGE OF CRITICAL SEXUAL EDUCATION TOPICS 
Purpose 
The purpose of this study was to identify those intrapersonal, interpersonal, and 
institutional factors, as defined in the Social Ecological Model outlined by McLeroy, Bibeau, 
Steckler, and Glanz (1988), that predict the teaching of the Centers for Disease Control and 
Prevention’s Critical Sexual Education Topics  (CSET) within Kentucky’s public high schools. 
This analysis attempted to predict, using selected variables, the likelihood that a respondent 
reported covering all 20 of the CSETs in sexual health education classes.  The model was created 
using binomial logistic regression, and included data from all 95 responses for which all 20 CSET 
items were complete.   
Research Question and Hypothesis 
The primary research question in this case was: Would selected variables on the School 
Health Profiles Survey predict the likelihood that a particular respondent would report having 
taught all 20 CSET topics in their sexual health education instruction? It was hypothesized that a 
predictive model comprised of some or all of the identified institutional, interpersonal, and 
intrapersonal factors would accurately predict those cases in which a respondent reported 
covering all 20 of the CSETs in his or her sexual health education classes.  The factors that were 
considered for inclusion in the model are presented in Table 1.  All of these variables were 
assessed for suitability for inclusion in a predictive model, and the performance of each 
respective model was evaluated for overall fit and predictive capacity.  
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Table 5.1 
Items Considered for Inclusion in the Predictive Model (n=95) 
Yes NA Missing 
Item content- categorical variables Number (percent) Number (percent) Number (percent) 
Receipt of goals, objectives, and expected outcomes for sexual 
health education  74 (77.9%) 3 (3.2%) 3 (3.2%) 
Receipt of a written health curriculum that includes objectives 
and content addressing sexual health education  71 (74.7%) 3 (3.2%) 3 (3.2%) 
Receipt of a chart describing the annual scope and sequence of 
instruction for sexual health education  54 (56.8%) 3 (3.2%) 3 (3.2%) 
Receipt of strategies that are age-appropriate, relevant, and 
actively engage students in learning  68 (71.6%) 3 (3.2%) 3 (3.2%) 
Receipt of methods to assess knowledge and skills related to 
sexual health education  68 (71.6%) 3 (3.2%) 3 (3.2%) 
Provision of materials that are relevant to lesbian, gay, bisexual, 
transgender, and questioning youth  46 (48.4%) 6 (6.3%) 0 
Comprehend concepts important to prevent HIV, other STDs, and 
pregnancy 87 (91.6%) 4 (4.2%) 0 
Analyze the influence of family, peers, culture, media, 
technology, and other factors on sexual risk behaviors 85 (89.5%) 5 (5.3%) 0 
Access valid information, products, and services to prevent HIV,  
other STDs, and pregnancy 81 (85.3%) 4 (4.2%) 0 
Use interpersonal communication skills to avoid or reduce sexual 
risk behaviors 84 (88.4%) 5 (5.3%) 0 
Use decision-making skills to prevent HIV, other STDs, and 
pregnancy 86 (90.5%) 4 (4.2%) 0 
Set personal goals that enhance health, take steps to achieve these 
goals, and monitor progress in achieving them 82 (86.3%) 5 (5.3%) 0 
Influence and support others to avoid or reduce sexual risk 
behaviors 78 (82.1%) 5 (5.3%) 0 
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Table 5.1 (continued) Yes NA Missing 
Item content- categorical variables (continued) Number (percent) Number (percent) Number (percent) 
Worked with physical education staff on health education 
activities during the school year 75 (78.9%) 0 11 (11.6%) 
Worked with health services staff (e.g. nurses) on health 
education activities during the school year 
60 (63.2%) 0 11 (11.6%) 
Worked with mental health or social services staff (e.g. 
psychologists, counselors, social workers)on health education 
activities during the school year 
49 (51.6%) 0 14 (14.8%) 
Worked with nutrition or food service staff on health education 
activities during the school year 40 (42.1%) 0 11 (11.6%) 
Worked with school health council, committee, or team on health 
education activities during the school year 51 (53.7%) 0 12 (12.7%) 
Received professional development within the past 2 years on 
HIV prevention  82 (86.3%) 0 5 (5.3%) 
Received professional development within the past 2 years on 
human sexuality 22 (23.2%) 0 0 
Received professional development within the past 2 years on 
pregnancy prevention 24 (25.3%) 0 0 
Received professional development within the past 2 years on 
STD prevention  24 (25.3%) 0 0 
Received professional development within the past two years on 
aligning lessons and materials with the district scope and 
sequence for sexual health education  
28 (29.5%) 2 (2.1%) 0 
Received professional development within the past two years on 
creating a comfortable and safe learning environment for students 
receiving sexual health education  
25 (26.3%) 2 (2.1%) 0 
Received professional development within the past two years on 
connecting students to on-site or community-based health 
services 
18 (18.9%) 2 (2.1%) 0 
Received professional development within the past two years on 
using a variety of instructional strategies to deliver sexual health 
education  
25 (26.3%) 2 (2.1%) 0 
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Table 5.1 (continued) Yes NA Missing 
Item content- categorical variables (continued) Number (percent) Number (percent) Number (percent) 
Received professional development within the past two years on 
building student skills in HIV, other STD, and pregnancy 
prevention   
24 (25.3%) 2 (2.1%) 0 
Received professional development within the past two years on 
assessing student knowledge and skills in sexual health education 24 (25.3%) 2 (2.1%) 0 
Received professional development within the past two years on 
understanding current district or school-board policies or 
curriculum guidance regarding sexual health education  
22 (23.2%) 2 (2.1%) 0 
Would like to receive professional development on HIV 
prevention  57 (60.0%) 2 (2.1%) 0 
Would like to receive professional development on human 
sexuality 66 (69.5%) 2 (2.1%) 0 
Would like to receive professional development on pregnancy 
prevention 60 (63.2%) 2 (2.1%) 0 
Would like to receive professional development on STD 
prevention  66 (69.5%) 2 (2.1%) 0 
Is currently licensed, certified, or endorsed by the state to teach 
health education in middle or high school 91 (95.8%) 1 (1.1%) 0 
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Table 5.1 (continued) 
Items Considered for Inclusion in the Predictive Model 
Item content 
Number of 
respondents 
Percentage of 
respondents 
What was the major emphasis of your professional preparation 
Health and physical education  72 75.6% 
Health education  8 8.4% 
Physical education  6 6.3% 
Other education degree 0 0.0% 
Kinesiology, exercise science, or exercise physiology 0 0.0% 
Home economics or family and consumer science 2 2.1% 
Biology or other science 0 0.0% 
Nursing  0 0.0% 
Counseling 0 0.0% 
Public health  0 0.0% 
Nutrition  0 0.0% 
Other  2 2.1% 
Missing Values 5 5.3% 
Including this year, how many years of experience do you have 
teaching health education courses or topics? 
One year 8 8.4% 
2 to 5 years 16 16.8% 
6 to 9 years 11 11.6% 
10 to 14 years 19 20.0% 
15 years or more 39 41.1% 
Missing Values 2 2.1% 
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Methods 
The creation of the CSET scale scores, which denote the number of critical sexual 
education topical elements reported as covered by a particular School Health Profiles Survey 
(SHPS) respondent, was outlined in greater detail in the previous chapter.  The scale value, which 
ranged in value from 0-20 was then condensed into a dichotomous variable, “full coverage.” 
Those that reported teaching all 20 of the CSETs were assigned a value of “1” and those that 
reported teaching 19 or fewer topics were assigned a value of “0.”  Full coverage served as the Y, 
or dependent, variable in a binomial logistic regression model, and other characteristics about the 
teacher and the school as collected by the SHPS were assessed as independent predictors.  
The social-ecological model  
Because the survey collected very little demographic or descriptive data about the school 
or the individual respondent, the Principal Investigator (PI) was unable to link a particular set of 
responses to other existing sources of information.  Given that this was an exploratory study using 
a secondary data source, it was vital to embed the research question into a strong theoretical 
context to aid in the interpretation of the results.  The selected variables from the SHPS were 
initially classified by the PI, based upon their level of influence, as is consistent with the social 
ecological perspective of McLeroy, Bibeau, Steckler, and Glanz (1988).  This model seemed 
particularly salient given the focus on individual and social environmental factors that affect 
health promotion activities and decisions.  As we can imagine, an individual teacher’s decision to 
include or exclude any particular health education content is influenced by a combination of 
internal and external factors.  The ecological perspective “emphasizes the interaction between, 
and the interdependence of factors within and across all levels of a health problem” (Rimer & 
Glanz, 2005 p. 10), and was ideal as a conceptual foundation from which to begin this analysis.     
Social ecological models like the one created by McLeroy, Bibeau, Steckler, and Glanz 
(1988), have identified levels of influence by which we can better understand patterned behavior 
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and identify appropriate interventions.  Ecological models are primarily based off of the work of 
Urie Bronfenbrenner, and begin with the fundamental assumptions that an individual’s behavior 
can be affected by, and can also have an effect upon, the social environment in which he or she 
exists (McLeroy, Bibeau, Steckler, & Glanz, 1988).  In other words, there is a feedback loop that 
occurs between the individual and the society in which they are operating.  McLeroy, Bibeau, 
Steckler, and Glanz (1988) adapted the work of Bronfenbrenner to specifically examine patterned 
behavior in the context of health promotion efforts, and identified five levels of influence: 
intrapersonal; interpersonal; institutional; community; and public policy.  The first three levels 
are of particular interest in this study, and can be understood as follows.   
• Intrapersonal factors specifically included those elements that were present
within the individual such as knowledge, attitudes, behaviors, and beliefs.
• Interpersonal factors included formal and informal social networks and support
systems.
• Institutional factors were present within social institutions and organizations, and
included formal and informal systems of operational enforcement such as rules,
and laws, as well as more informal expectations that might be present within an
organization (McLeroy, Bibeau, Steckler, & Glanz 1988).
Selection of independent variables 
The level of influence of the X, or independent, variables that were investigated were 
identified by the PI, and were agreed upon by members of her committee during the development 
of the initial proposal for this dissertation study.  These included intrapersonal factors such as the 
type of professional preparation the teacher received, his or her reported desire for further 
professional development on sexual health education topics, and their years of teaching 
experience.  Interpersonal factors were also tested within the model including the receipt of recent 
professional development on sexual health education content or educational strategies as well as 
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demonstrated collaboration with other professionals within the school.  Likewise, institutional 
factors were assessed, including whether or not the individual had a license or certification to 
teach health education and whether they received any specific curriculum, support materials, or 
assessment tools for sexual health education topics.  Given that the content of the survey did not 
include items at the community or public policy levels of influence, none were included here, 
although further work on this subject should consider adding them when possible.  
Variable Transformation  
As recommended by Bush (2011), and Rosner (2006), initial bivariate statistical tests 
were carried out to determine whether any particular variable should be included in the broader 
regression model.  These analyses were conducted in IBM’s SPSS Version 27, and included the 
calculation of Pearson chi-square values and likelihood ratios for the 95 cases that contained 
complete responses for all 20 CSET items.  Those results that achieved statistical significance 
were retained for inclusion in later baseline modeling.  For the years of teaching variable, 
additional data transformation was attempted to collapse responses, from the original 5, into 3 
levels.  Those levels were as follows: respondents who had 5 or less years of experience, those 
that had between 6 and 14 years, and those that had 15 or more years as a health education 
teacher. That analysis still failed to achieve statistical significance; however, so the original 
variable was used in future modelling.   
Upon completion of the initial bivariate testing, 10 variables had demonstrated statistical 
significance.  These included:  
• collaboration with other nutrition or food service staff on health education
activities,
• collaboration with the school health council, committee, or team on health
education activities,
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• the receipt of professional development on sexual health topics, i.e. HIV
prevention, human sexuality, pregnancy prevention, and STD prevention,
• the receipt of a chart describing the annual scope and sequence of instruction for
sexual health education,
• the provision of inclusive materials for LGBTQ youth,
• the assessment of student’s abilities to set personal goals to enhance health,
• an assessment of the student’s ability to influence and support others to reduce
sexual risk behaviors.
During the initial stages, level of influence models were also created which included all 
originally identified variables regardless of their performance during bivariate testing.  The 
results of these analyses will be presented and discussed in the next section. 
Since the dependent variable, full coverage has a dichotomous outcome and nearly all of 
the independent variables were categorical, binomial logistic regression was the most appropriate 
analysis technique (Bewick, Cheek, & Ball, 2005).  The classification cutoff criteria were set at 
0.5 for all modeling and predicted probabilities were created to allow for the creation of an ROC 
curve as an indicator of best fit.  All model fit estimates are included in Table 2, to allow for ease 
of comparison. 
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Table 5.2 
Comparison of model fit indicators   (n=95) 
Model 
2 Log 
Likelihood 
Model Chi-
Square Value 
Area Under the 
Curve  
% correctly 
predicted- All 20 
Homer-Lemeshow Test 
Values 
All Significant 76.65 
X2=54.79(16)  
p<0.001 0.89 p<0.001 75.60% X2=3.00(8) p= 0.93 
Intrapersonal 105.96 
X2=25.48(16)  
p=.0.06 0.78 p<0.001 66.70% X2=5.31(7) p= 0.62 
Interpersonal 89.38 
X2=42.06(19)  
p<0.01 0.84 p<0.001 66.70% X2=2.27(7) p= 0.94 
Institutional 77.12 
X2=54.32(21)  
p<0.001 0.89 p<0.001 77.80% X2=4.68(6) p= 0.59 
School Council 117.760 
X2=13.67(21)  
p=0.000 
0.69 p not 
calculated 73.30% 
Inclusive 
Materials 115.31 
X2=16.13(2)  
p<0.001 0.71 p<0.001 68.90% 
Professional 
Development 112.38 
X2=19.05(3)  
p<0.001 0.686 p<0.001 40.00% 
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Model Testing 
Decisions regarding model fit were made based upon the following criteria as suggested 
by Bush (2011) and Bewick, Cheek, and Ball (2005).   
• A demonstrated reduction to 2 log likelihood values when compared with a
competing model, or when viewed independently, 2 log likelihood values of
smaller magnitude.
• Wald Test chi-square values that are statistically significant and show a relatively
large difference between the test statistic and the expected value if we were to
accept the null hypothesis,
• A non-significant Homer-Lemeshow result,
• Cox and Snell R2 and Nagelkerke R2 values of generally larger magnitude
In order to establish a baseline against which the other models could be tested, an initial 
regression model was created that included all variables that had been found to be significant 
during the bivariate analysis.  Given the frequency of an affirmative response among respondents, 
a model containing 10 variables and being tested against only 95 total cases is likely to be 
overfitted, so any significant findings here should be interpreted with extreme caution (Motulsky, 
2010).  Additional models were created for each level of influence, i.e. intrapersonal, 
interpersonal, and institutional, and these included all variables that had been identified within the 
SHPS instrument regardless of whether they had been found to be statistically significant during 
bivariate analysis.  Among those that examined the impact of the level of influence variables, the 
model measuring institutional-level variables was found to be the most effective at predicting full 
coverage among respondents.  The bulk of the model’s predictive ability came from the inclusion 
of the variable regarding the provision of inclusive materials for LGBTQ youth, which had a 
Wald Test X2 value of 13.13(2) p< 0.001.  When tested as the only independent variable in a 
simple regression, the inclusion of inclusive materials for LGBTQ youth continued to 
95
demonstrate statistical and explanatory significance with a Wald Test value of 14.56(2) p< 0.001.  
Such a result suggests that this variable is responsible for the bulk of the variability in the 
institutional factors model, but, given the poorer performance when tested in a simple regression 
model, there may be collinearity between the other variables that could serve to reduce the overall 
effect (Motulsky, 2010).  It is recommended that future testing include the calculation of the 
variable inflation factor to aid in the interpretation of these results.        
Additional regression models were created to test the contributions of variables that had 
provided statistical outcomes suggesting strong predictive abilities.  These included the provision 
of inclusive materials, involvement of the school council, committee, or team, and four 
professional development variables.  All of the variables tested in a simplified regression equation 
had demonstrated statistical significance during the initial data exploration phase, and had 
provided relatively strong statistical results when included as part of a multivariate model.  Given 
the small sample size, simple regression models for the inclusive materials and coordination of 
health education with the school council, committee, or team were also created.  These models 
provided interpretable results, and demonstrated good predictive capacity, including larger area 
under the curve (AUC) statistics.  Other strategies were also employed to improve the fit of each 
of the tested models, including reducing the number of independent variables based their beta 
values, and adding variables in a step-wise fashion based on the statistical information provided 
in the SPSS output.  Likewise, models were created that used the condensed or transformed 
variables, removed the variables with the lowest beta values individually, or in groups, and 
included those that demonstrated the strongest contribution in a combined multivariate regression. 
In most cases; however, these efforts did not improve the fit of the model, nor did they lead to the 
identification of new factors or combinations.  Given Motulsky’s (2010) cautions against 
overfitting the model through continued statistical analysis, we can conclude that there was no 
additional benefit to be gained by further analysis.  
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Results 
Overall the simple logistic regression models perform most strongly, and correctly 
predicted those respondents that cover all 20 CSETs much more effectively than the null, or 
constant, model created during the first step of the logistic regression.  Among the level of 
influence variable models, the one measuring institutional level variables performed best, with a 
statistically significant area under the curve (AUC) estimate of 0.89.  These results should be 
interpreted with caution given the number of variables included in the model and the relatively 
small number of cases on which the analyses were run, however, so future efforts should add the 
variable inflation factor calculations as a decision criteria (Motulsky, 2010, Bush, 2006).  The 
model including all 10 variables that had demonstrated statistical significance during bivariate 
testing had an extremely large area under the curve, higher R2 values, a significant Wald Test 
value, and a non-significant Homer-Lemeshow test.  Despite these results, the finding should be 
verified on a much larger sample as they are likely due, at least in part, to the high number of 
independent variables tested (Motulsky, 2010).   
Likewise, the models measuring the performance of inclusive language materials and the 
involvement of the school council were statistically significant when tested in simple regressions.  
These models also demonstrated relatively strong predictive capacity for the outcome of interest, 
larger AUC values, non-significant Homer-Lemeshow tests, and 2 log likelihoods that are within 
reason.  The Wald Test values also suggest a rejection of the null hypothesis.  When tested as part 
of a multivariate logistic regression model, the individual performance of each indicator was 
somewhat reduced; however. 
Conclusions, Strengths, and Limitations 
The secondary data analysis described above provides strong evidence that many health 
education teachers within Kentucky’s Public High Schools report providing all 20 of the CSETs 
in their health education courses.  As an initial step, this research provides stakeholders with 
97
actionable information.  It also demonstrates a potential benefit of engaging school councils, and 
supports the need for teaching and modelling inclusivity within sexual health education, and 
allowed for prediction of full coverage far better than chance alone.  We can expect that the 
engagement of a school council and the use of inclusive language is impactful, although the 
specifics of how this occurs are unclear from the data we have available within the SHPS survey.  
It may be that a school council engages with the health education teacher regarding expectations 
or that an individual teacher wants to provide more comprehensive sexual health education 
content and presents those ideas to the school council for approval.  Likewise, given the poorer 
performance of the school council and inclusive materials when tested together, both are likely to 
be assessing an underlying construct(s) for which there is overlap or collinearity.  Given what we 
learned about the involvement and functioning of school councils in an earlier chapter, this idea 
makes logical sense as well.  
 This research also provides a better understanding of the contribution of intrapersonal, 
interpersonal, and institutional factors on the provision of sexual health education within 
Kentucky’s public high schools.  This is also vital, as it provides health promotion professionals 
and other stakeholders with actionable information from which they can plan appropriate 
interventions.  Given the reciprocity between the individual and the social context, this 
knowledge is likely also critical to health promotion efforts.  As suggested by McLeroy et al. 
(1988), sole responsibility is often placed upon the individual for health decision-making, and the 
use of the social ecological model as a lens is of particular value, especially as we seek to 
understand complex phenomena.  This analysis further demonstrates that the provision of sexual 
health education is the result of a complex interplay of factors both within and outside of the 
individual teacher.  Stakeholders can plan programming, advocate for policy changes, and target 
other behavior change efforts based upon this information, and can support the provision of 
sexual health education that is more comprehensive in nature at all of levels of influence.   
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This analysis described here is both strengthened and limited by the survey design and 
administration.  Certainly there is value in self-reports, especially when the respondent is 
provided with some degree of confidentiality.  When there is no demographic information about a 
particular respondent; however, we lose much of the granularity of individual responses.  When 
there is also a dearth of information about the school’s operational context, student body, 
location, or size, we can speak only of very broad trends, which presents additional challenges as 
we seek to better understand and make sense of the information.  If there was a mechanism by 
which we could link the responses of the SHPS with other sources of information about the 
district, the students, or the operational context, stakeholders could better plan, understand, and 
assess the impact of health promotion efforts.  Additionally, these individuals could also apply the 
other facets suggested by the social ecological model to examine the impact of community and 
environmental level factors on the teaching of sexual health education content within Kentucky.  
Without this contextual information, stakeholders are left only with what is reported on 
the instrument itself, which presents an incomplete picture.  The SHPS serves as a kind of point in 
time count, and cannot readily be tied back to responses in previous or future years, or from 
particular locations.  Since these questions are all included on one self-administered instrument, 
we also cannot easily ascertain whether a particular respondent fully understood what was being 
asked, or if they responded accurately.  Likewise, there is no way to examine the ways in which 
non-respondents differ from respondents or to ensure that the lead health education teacher within 
a particular location actually completed the instrument.  Additionally, the research presented here 
is hampered by the relatively small number of respondents, the level of measurement for most 
variables, and some missing responses, which further limits our ability to appropriately predict. 
Despite these challenges, valuable knowledge was gained from the research conducted 
here and this survey provides a terrific starting place and a new source of information.  As with 
any self-report instrument, there are certain to be reliability and validity concerns, but given the 
lack of other data available on the topic, an analysis of SHPS responses provides at least a piece 
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of the puzzle.  Since the survey occurs regularly, it may also provide a great mechanism by which 
to assess the impact of specific interventions or broader policy change efforts.  Researchers can 
seek additional sources of information or methods to enhance what is available here.  Given the 
expectation that the items selected for inclusion in the model are highly correlated and that there 
is a relatively small sample size, it is suggested that any future research should include a larger 
sample.  Since we likely are interested in the delivery of sexual health education content within 
Kentucky, this would involve the use of several years of data or the generation of a larger sample 
using bootstrapping.  It may also be of interest to compare Kentucky to other nearby states, or to 
look at the survey responses based upon some other objective criteria.  Future research is most 
decidedly necessary if we are to begin to disentangle the variety of influences that influence the 
provision of sexual health education curricula within the schools.   
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CHAPTER 6: SUMMARY, IMPLICATIONS, AND SUGGESTIONS FOR FUTURE 
RESEARCH  
Summary 
Sexual health education is an essential component for individuals over the life course.  
The presence of a sexual health education curriculum during the high school years provides a 
critical mechanism to assist students as they navigate crucial life choices.  Given the number of 
students who self-reported engaging in sexual activities on Kentucky’s Youth Risk Behavior 
Survey and other similar data collection efforts, it is obvious that youth are facing sexual health 
decisions.  Many of these youth lack an accessible source of reliable information.  Assuredly, 
sexual health decision-making can have real and significant impacts upon the individual as well 
as the broader society.  For many youth, school-based sexual health education provides the only 
mechanism to gain access to reliable and valid information regarding pregnancy, contraception, 
disease prevention, and the prevention of sexual and intimate partner violence.    
This dissertation provides a health promotion perspective on sexual health education as it 
presently exists in Kentucky’s public high schools.  The first chapter offered the necessary 
background and context, including a general overview of abstinence-based and comprehensive 
sexual education models.  This chapter also operationalized those elements that are present within 
effective sexual education (Future of Sex Education, 2011).  Chapter 2 described Kentucky’s 
relevant laws, policies, and administrative regulations that govern the provision of sexual health 
content within the school setting, and provided a brief outline of the composition and duties of a 
school-based council.  Likewise, Chapter 2 compared the most recent iteration of the Kentucky 
Academic Standards (KAS), which were implemented during the 2019-2020 school year, to the 
National Sexuality Education Standards (NSES) that serve as the gold-standard against which 
sexual health education content can be judged (Future of Sex Education, 2011).   
In Chapter 3, the results of semi-structured interviews with health education professionals 
were presented.  The content of these interviews, which described the creation of the KAS from 
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the perspective of those that participated, was assessed using reflexive, inductive thematic 
analysis.  Four relevant themes were identified including:  
1. an overall lack of understanding of the process by which the KAS would be
created and approved;
2. a recognition that there was little accountability for sexual health education
within the Commonwealth, and that the revision of the KAS did not resolve this
issue;
3. a realization that even as new standards were created, significant barriers
continued to hamper the adoption of comprehensive and inclusive sexual health
education;
4. a split among health education professionals regarding the desirability of
mirroring the NSES.
Chapter 4 described the results of an exploratory factor analysis of the 20 Critical Sexual 
Education Topics (CSET) using data collected from lead health education teachers through the 
CDC’s biannual School Health Profiles Survey (SHPS).  The results indicated that the 20 CSET 
are unidimensional, thus the responses to the 20-item scale represents a single latent theoretical 
construct.  Values on the 20-item scale denote the degree to which this construct is addressed 
within the respondent’s teaching.  Additionally, there were strong tetrachoric correlations 
between less commonly endorsed items.  This suggests that if a respondent included one of these 
items, which represented those elements of sexual health education content that tend to be more 
controversial, they were likely to report the inclusion of additional controversial content.  This 
finding has practical implications for high-school students and educators within Kentucky. 
Chapter 5 presented the results of predictive modelling conducted using the inclusion of 
all 20 CSETs as the dependent variable.  Independent variables, also identified from the SHPS, 
were classified in a manner consistent with the Social-Ecological Model as presented by 
McLeroy, Bibeau, Steckler, and Glanz (1988).  Logistic regression models were created for each 
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level of influence.  Of these, the model including institutional level variables performed best.  
Additional simple and multiple logistic regression models were created for elements that 
demonstrated strong performance during earlier bivariate analyses and during model testing.  
Several items on the SHPS were identified that, either individually or in association with other 
variables, predicted those respondents that were likely to report teaching all 20 CSET topics.  
These included:  
• the provision of inclusive sexual-health education materials and/or curricula that
are relevant to the needs of LGBTQ youth,
• participation within the past two years in professional development activities
related to human sexuality, pregnancy, and/or the prevention of sexually
transmitted diseases, including HIV, and
• involvement of the school council in health education activities.
Significance 
When viewed independently, the National Sexuality Education Standards and the 
Critical Sexual Education Topics serve as benchmarks, or gold standards by which sexual health 
education efforts can be judged.  A comparison of the sexual health education content provided 
within Kentucky’s public high schools to these points of reference, aids in the identification of 
areas in which the state performs well.  Health promotion professionals, sexual health advocates, 
parents, and other stakeholders can also use these targets as a mechanism by which to assess 
needs, plan, and prioritize interventions for areas in which the state or school is or is not 
performing as well.  Doing so will help to identify those areas in which additional effort is 
needed, and can also help to measure the effectiveness of  intervention and advocacy efforts over 
time.   
The inclusion of qualitative data, in the form of interviews, allows for a better 
understanding of what teachers actually do and think, and provides a lens through which to plan 
future health promotion efforts. The inclusion of additional sources of quantitative information, 
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such as the SHPS data, are especially vital here, as they serve as a metric against which to 
measure progress and evaluate the results of these efforts.  In circumstances like this one, the use 
of a mixed approach using both qualitative and quantitative sources of information helps us more 
fully understand a complex and frequently understudied topic, and to plan targeted health 
promotion efforts based on these results. 
There is rich and varied evidence in support of an inclusive, skills-focused 
comprehensive sexual health education, and a strong recognition of the value of incorporating 
high-quality, medically accurate programming within public schools.  Efforts can, and must, 
continue to be made if we are to achieve this benefit for all of Kentucky’s public school students.  
The results of the analyses carried out in this dissertation study suggest; however, that we are 
presently far short of this target in some locations, and that in others we simply lack sufficiently 
detailed information by which to judge.  Given the variety of influences upon the format of sexual 
health education, future research is necessary.  Additionally, the knowledge gained here has 
practical implications for individual stakeholders, including teachers, health promotion 
professionals, parents, students, citizens, and sexual health advocates.  Both the practical 
implications of this work and suggestions for future research will be more fully described below.   
Implications  
1. This work provides a comparison of the Kentucky Academic Standards against
the gold-standard, the National Sexual Education Standards, identifying a variety
of areas for which there is no strong corollary, or where the content is totally
omitted from the KAS.  These identified gaps are essential information for
educators, members of the school council, parents, and other stakeholders, and
help to target efforts to improve sexual health education in public schools in real
and practical ways.
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2. The research conducted here further enhances what we know about the provision
of sexual health education in Kentucky by including the perspectives of
educators, who, in their own words, tell us of their experiences.  This information
is significant because it gives a better sense of how the standards were created
and how they are being navigated by professionals involved in this work on a
daily basis.
3. The analysis of the semi-structured interview content also suggests that there was
some confusion regarding the process by which standards would be created and
established, and a lack of consensus regarding whether or not mirroring the NSES
was desirable.  Future efforts to create or modify the KAS should involve a more
thorough explanation for participants of the process itself, their role, and the
additional steps in the process.
4. The inclusion of the School Health Profiles Survey data, collected from lead
health education teachers throughout the state, provides additional critical
information.  While the aggregated or weighted values are available from the
CDC and the Kentucky Department of Education, an analysis of the individual
responses is not readily available.  Likewise, other published research, including
the use of multivariate techniques with the raw data from Kentucky, does not
appear to exist.  This study provides new information and adds to the body of
work on this topic.
5. Stakeholders, including health promotion professionals, parents, sexual health
advocates, and concerned citizens, among others, should also attempt to support
educators who want provide more comprehensive sexual health education by
facilitating access to high-quality materials and curricula.  Given that several
interview participants reported that they are adapting existing curricula to fit with
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the updated KAS, this effort could be streamlined, or supported more fully within 
the state.   
6. Future practice would also benefit if formal or informal networks of practitioners
could be developed.  Professional collegial networks would be of particular
value, since in many cases there is only one health education teacher within a
particular school.  Given that other educators within the school may be grappling
with similar issues in their own discipline, these networks could help to ensure
that the underlying issues are understood by and communicated to school
administrators, members of the school-based decision-making council, and other
stakeholders, including parents, students, and members of the community.
Additionally, relationships with other health education teachers are likely to be of
tremendous value.
7. Given the demonstrated connections among less commonly endorsed CSETs,
identified during the exploratory factor analysis, the understanding of those
factors that can increase the coverage of more controversial content is critical.
8. Additional health promotion efforts can be targeted towards enhancing the use of
programming, materials, and curricula that are inclusive and represent the same
full and rich diversity that is likely to be present among students.  Efforts can
continue to made to increase the relevance of language, materials, and
programing for LGBTQ and gender non-conforming youth.  The support of
diverse perspectives also suggests that stakeholders should engage non-
traditional partners in discussion and planning efforts.
9. The finding that the inclusion of the school council in health activities was a
strong predictor of whether all 20 CSETs were covered is also new and important
information.  This finding suggests that school councils can be critical change
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agents within schools, and provides an additional target for advocacy and 
engagement efforts within Kentucky.    
10. Likewise, the finding that participation in professional development activities
related to sexual health were predictive of sexual health education coverage
scores provides health promotion professionals and school staff with another
mechanism by which to “move the needle.”  Stakeholders can use this knowledge
to help plan impactful, engaging, and evidence-based professional development
activities for teachers, and can ensure that teachers throughout the state have the
ability to attend these sessions.
In short, the research conducted here provides a new and valuable source of information 
about sexual health education within Kentucky’s public high schools that has immediate practical 
applicability.  It provides us with a better understanding of what actually occurs at present, both 
in terms of what is taught and what is omitted, and includes perspectives and responses from 
present Kentucky practitioners.  Such an understanding is critical for effective policy and 
legislative change efforts, as well as other health promotion and professional engagement efforts. 
Strengths, Limitations, and Suggestions for Future Research  
Given that the research performed here primarily made use of existing, primarily 
dichotomous data, and was collected among a relatively small sample, it is suggested that 
additional investigative efforts be made.  Further research would provide evidence towards the 
acceptance or refutation of the conclusions presented here, and would enhance the understanding 
of this important topic.  As suggested earlier, future research with the SHPS data could involve an 
analysis over a broader period, or a comparison with responses gathered from other states.  When 
possible, future efforts should include primary data collection as well as broader sampling, since 
the project was hampered by the use of secondary data analysis from a relatively limited number 
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respondents.  It would also be valuable to include additional sources of existing data in future 
research to help lend additional credibility to the findings and conclusions presented here.   
If another researcher were to be provided access to information about the school coding, 
this would be tremendously simplified, and future research using the Social-Ecological Model 
could examine variables at all 5 levels of influence.  The SHPS data could also be linked using 
matching techniques or probabilistic linkage to other available data from a variety of sources.  
The inclusion of supplemental information would provide additional evidence of validity, and 
could help us to better understand the diverse array of factors which influence how well or poorly 
sexual health education is provided within a particular setting.  Future researchers may also 
include the impact of sexual health outcomes on obvious indicators of interest.  This could 
include an examination of teen pregnancy rates among youth who participated in sexual health 
education within Kentucky’s schools or rates of new STD/STI infections and HIV among public 
high school students.  Researchers could include additional existing data from the Youth Risk 
Behavior Survey and other similar instruments, as well as self-report data collected from youth 
and/or teachers were this to be available.  
Although there are many limitations present within the three studies here, the use of both 
quantitative and qualitative techniques lends credibility to the conclusions.  Likewise, the Social-
Ecological Model is an effective lens from which any conclusions can be viewed.  Future health 
promotion, advocacy, and stakeholder efforts, and additional research will benefit from the work 
presented here, and it serves as an important first step that adds new knowledge to the area of 
study.   
Conclusions 
In general, six main conclusion can be drawn from the work presented here.  
1. The Kentucky Academic Standards (KAS) are not equivalent to the National Sexuality
Education Standards (NSES).  In most cases, the KAS are worded much more
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generally, and there is an overall lack of specificity in the content that does not compel 
educators to provide more than a very basic level of coverage of sexual health 
education content. 
2. Semi-structured interviews with professionals engaged in the modifications of the KAS
suggest that the Kentucky Department of Education (KDE) needs to be more proactive
in preparing participants for the planning and standards adoption process.  KDE should
also be more transparent by providing those involved with an overview of all the future
steps in the process as well as an expected timeline, by disclosing the mechanism
through which edits will be made and who is responsible for these, and by sharing
regular status updates with participants.
3. Many of the lead health education teachers in grades 9-12 who participated in the SHPS
reported covering all 20 Critical Sexual Education Topics (CSET) within their classes.
Among those who report covering fewer than 20 topics, the most commonly omitted
content tended to be that which can be viewed as more controversial such as sexual
orientation, gender identity, and contraception-related topics.  Given that this
information was collected as a dichotomous variable, and that there is no real
mechanism to assess compliance present within Kentucky, more information is still
required to support the validity of this finding.
4. Future efforts should work to further understand the ways in which the school council
impacts the delivery of sexual health education within a particular school or for a given
teacher.  At present, there appears to be a relationship, but without further interaction
with health educators or additional data, it cannot be fully understood.
5. Legislation mandating abstinence-related content is impactful, but it does not at present
limit those educators that want to provide more inclusive and comprehensive content.
Kentucky’s current legislation; however, also does not compel educators to provide
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medically accurate information or even to cover the content in more than a cursory 
way. 
6. Future research is critical, and can take a variety of directions.  At present, this topic
has not received much study in Kentucky, and efforts to fill in these gaps are of
tremendous importance.
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Appendix A 
Semi-structured Interview Script 
1. Could you please describe your role in the creation of the most recent version of the
Kentucky Academic Standards?
2. Could you please describe the process by which the most current version of the Kentucky
Academic Standards were created?  Who was involved in this process?
3. Once a draft of the standards was created, was there any editing that took place?  What
kinds of changes were made?  What was the motivation for the changes?
4. Once a final draft of the proposed standards was created, were there any kind of official
approval or dissemination efforts undertaken?  If yes, by whom and what did these
entail?
5. Can you explain why the most recent transition was made from the Kentucky Standards
for Practical Living to the current version of the Kentucky Academic Standards?
6. What is being done within Kentucky to ensure accountability to the Kentucky Academic
Standards, particularly given the fact that the health-related curriculum is no longer
included on the statewide academic testing?
7. How do the Kentucky Academic Standards for sexual health education compare to those
in other states that you are aware of?
8. In what ways do you think that political factors impacted the creation of the Kentucky
Academic Standards?
9. What factors contribute to how well or how poorly a particular strand or topic area is
addressed within the Kentucky Academic Standards?
10. Do you believe it is desirable for the Kentucky Academic Standards to mirror the
National Sexuality Education Standards, and if yes, what are some concrete steps that
can be taken to achieve this goal?
11. What else is important for me to know about sexual health education within Kentucky?
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Appendix B 
Interview Consent Document 
You are being invited to participate in a telephone interview that will provide a better 
understanding of the process by which the current Kentucky Academic Standards for Sexual 
Health Education were created. This project is being conducted by Marjorie Stanek, a Doctoral 
Candidate in Health Promotion at the University of Kentucky.  
The interview will take approximately 25-45 minutes to complete.  Responses to this survey will 
be completely confidential and your participation is totally voluntary.  You may choose to stop 
the interview at any time without penalty, and you are free to decline to answer any question for 
any reason.  Although you will not receive any direct benefits from participating in this survey, 
your responses will help Ms. Stanek to better understand the development of the Kentucky 
Academic Standards, and will inform other parts of her dissertation research.   
There are no foreseeable risks involved in participating in this study, and possible risks or 
discomforts of the interview are minimal.  All the questions ask you to respond from the context 
of your experience, and some questions may ask you to form opinions or draw 
conclusions.  Please feel free to skip any questions, or to stop participating in the interview at any 
time.  Your responses will be given verbally and will be recorded by a note taker that will be 
participating in the call.  Any notes or summaries of your responses will not include your name or 
any identifying information such as your job title, telephone number, or other contact 
information.  No audio or video recordings will occur; therefore, your responses and identities 
will remain confidential.  Any responses you provide will have your name and identifying 
information removed before they are shared with anyone outside of the research team, and you 
will not be publicly linked with your answers in any way.  You will also have the opportunity to 
review draft versions of any notes or summaries, and can suggest edits, changes, or elaboration 
before a final version is created.  When we write about or share the results from the study, we will 
write about the combined information and will keep your name and other identifying information 
private. 
If you have questions at any time about the interview or the study procedures, you may contact 
Marjorie Stanek, a Doctoral Candidate in the University of Kentucky’s Department of 
Kinesiology and Health Promotion at 859-536-6823 or by email at 
marjorie.stanek@uky.edu.  She is being guided in this research by Dr. Melody Noland.  There 
are other people on the research team assisting at different times during the study.   
If you feel you have not been treated according to the descriptions I have provided or that your 
rights as a participant in this research have not been honored during the course of this project, or 
if you have any questions, concerns, or complaints that you wish to address to someone other than 
the investigator, you may contact the University of Kentucky’s Office of Research Integrity 
between the business hours of 8am and 5pm EST, Monday-Friday at 859-257-9428 or toll free at 
1-866-400-9428.    
Thank you in advance for your assistance! 
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